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Opening Statement of the Chairman 


Mr. Culberson. The Subcommittee on Military Construction and 
Veterans Affairs will come to order. 

We are very pleased today to have Mr. Richard Griffin, the dep- 
uty inspector general for the Veterans Administration, here to tes- 
tify to the committee. And we are all on this committee working 
arm in arm, Mr. Griffin, to ensure that our veterans get the best 
possible health care, that they are given the very best the Nation 
can possibly afford. 

And any organization as large as the VA is going to have ineffi- 
ciencies and problems. God bless them, they are doing their best, 
but we are grateful to you for your service and helping us identify 
areas where we can focus our efforts as a committee to improve the 
quality of service given to our veterans, and efficiencies in the oper- 
ation of the agency, in order to ensure not just that the veterans 
are given the best possible service, but the taxpayers are getting 
the best value for their dollars. 

It is a pleasure to have you here, sir. And, again, I thank you 
for your service. And I would like to, if I could, recognize our Rank- 
ing Member, Mr. Bishop from Georgia, for any statement he may 
have at the outset. 

Opening Statement of the Ranking Member 

Mr. Bishop. Thank you for yielding, Mr. Chairman. 

Mr. Griffin, thank you for being here. The fiscal year 2012 budg- 
et request provides an increase of only $91,000 for the Office of In- 
spector General. I am interested to see if you think this will be 
adequate for the inspector general to meet your mission. 

In addition, there are two areas that I am particularly interested 
in examining today. The first is the large number of claims back- 
logs, the reasons for the claims backlog and what can be done to 
reduce it. I am concerned about the large percentage of errors con- 
tained in claims process. 
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Secondly, I am concerned about the exposure of veterans to dis- 
ease through the use of medical equipment at VA facilities. We are 
all worried about the liability aspects of this, but we can all agree 
that we have a more responsibility to our veterans that the agency 
is charged with serving, and we have got to do better. 

Finally, I would like to hear from you about what the VA is 
doing to improve the success rate for the I.T. projects. We have got 
some serious issues today to cover, but we all appreciate the crit- 
ical role that your office plays in carrying out this mission. You are 
charged with the oversight of a vast and complex agency, and we 
on this subcommittee, and I personally want to do everything that 
I can to ensure that this subcommittee helps you to reach your 
mission and thereby more, certainly, more surety, provides our vet- 
erans and their families with the efficiency and effectiveness of the 
service. 

So thank you for being here. 

And I yield back. 

Mr. Culberson. Thank you very much, Mr. Bishop. 

And, Mr. Griffin, we are in the middle of a series of votes. What 
I think I might do, members, is we will, if we could, sir, ask you 
to go forward with your testimony and summarize it in a way that 
you think is appropriate and time sensitive, but giving as much de- 
tail as you can. 

And at the end of the next vote, I will probably slip out, and if 
I get one of my Republican members here to take the gavel, I will 
slip out at the beginning — at the end of the last vote and try to 
catch the beginning of the next vote and come back. And perhaps 
we can cycle in and out that way, so to make sure that we can con- 
tinue the hearing without interruption. 

Thank you again for your testimony, and we look forward to 
hearing from you, sir. 

Mr. Griffin. Thank you, Mr. Chairman. And I wish to have the 
written statement be included as part of the record. 

Mr. Culberson. Yes, sir, absolutely. 

Opening Statement of Richard Griffin 

Mr. Griffin. I would like to summarize some key points that I 
think are important for you to be aware of and consider as we 
move forward in attempting to do our oversight mission. 

If I may, before hitting some of those points, I have three out- 
standing subject matter experts sitting behind me. Belinda Finn is 
our Assistant Inspector General for Audits and Evaluations, who 
can speak at great detail about the audit reports that you see in 
our statement and in our semiannual reports. 

Next to her is Maureen Regan. Maureen is the Counselor to the 
I.G., but she is also the Director of the Office of Contract Review 
that does pre and post-awards of acquisition activity. A huge staff 
at VA does acquisition, and it is a very critical function. 

And next to Maureen is Dr. David Daigh. David is in charge of 
our Healthcare Inspections Group and has been with the I.G. for 
approximately 10 years, and has a tremendous amount of experi- 
ence looking at VHA programs, and on top of this, he previously 
served time as a doctor in the Army. So he is a tremendous re- 
source to us and to the VA as a department. 
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As you said, our mission is to ensure that veterans get the care, 
support and recognition they deserve for their service to our coun- 
try. We do independent and objective reviews, some of which are 
mandatory, some are proactive reviews, and other are reactive, pri- 
marily based on requests from the Congress, requests from the Sec- 
retary, or criminal matters that come to us through the law en- 
forcement channels. 

The recent activity with the Congress includes a request for a re- 
port on combat stress for women veterans. This was a joint project 
between Healthcare and Audit to see if women were treated equal- 
ly with men when it comes to diagnosis for and benefits for PTSD 
and TBI. And we are prepared to discuss that in further detail, if 
you would like. 

We also had 11 congressional hearings last year, which we are 
grateful for, because we think that people recognize quality of the 
work our people are doing. So between the 11 hearings and the 38 
briefings that staff did last year, we spent a lot of time up here, 
and we are happy to do that, because we serve Congress equally 
as we do the Secretary. 

Just a recap of important work from last year, our investigative 
activity included numerous arrests for drug diversion, assault, and 
fiduciary fraud against ill veterans. Our auditors performed the 
mandatory financial statement audit work and audit work we do 
every year for the I.T. security program. 

We also do national audits. And you may have read our two fee- 
basis audits, which I think get to the area of potential efficiencies. 
We did one audit in the fall of 2009 reviewing outpatient care, and 
we did another one about a year later on fee-basis payments for in- 
patient care. Those two audits alone identified over $1.7 billion of 
potential savings over five years. Most recently, we issued a report 
on 100 percent temporary disability ratings by the Veterans Bene- 
fits Administration. That report also identified over $1 billion of po- 
tential monetary benefits over five years. 

Dr. Daigh’s people did important reviews on quality of health 
care, including — at the Philadelphia VAMC, where improper-prac- 
tices and oversight was occurring. They have done national reviews 
of reusable medical equipment, which has been in the press quite 
a bit lately, most recently in the St. Louis for dental care. 

They also were co-authors of the combat stress report so it has 
been a busy year for them, but we think those are very important 
national jobs. 

Our Healthcare staff also visit 50 medical centers a year to do 
quality control checks and they also inspect 85 outpatient clinics a 
year. The uninspected deteriorate, so we need to show up every 
now and then and see how things are going. They did 50 hotlines 
last year on quality of care issues at medical centers and out- 
patient clinics. Maureen’s group performs pre-award audits; they 
did about 70 last year, that resulted in potential savings of $374 
million. After the contract has been awarded, they will do post- 
award reviews to ensure that there is compliance with the terms 
of the contract. They have recovered over $21 million this past year 
just on those post-award reviews. 

I want to mention some future projects that we are looking at for 
next year. In audit, we want to look at the VISN management 
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structure. It has been our experience so far that if you have seen 
one VISN, you have seen one. You would think that when you have 
got 21 VISNs that there might be a best practices VISN, both from 
the standpoint of the administrative functions and the roles of the 
people that are assigned there. There ought to be fiscal constants 
as to what it should cost to run them. And they ought to look some- 
what the same, right? Not identical, cookie cutter, but there ought 
to be a best way of doing it. 

After 15 years of having these networks out there, we are not 
convinced that the quality is added for the money that it costs to 
run them. So we are going to look at VISN management. We are 
looking at — small business activity. Naturally we all want service- 
disabled veterans to get their share of government contracts. Un- 
fortunately, we have seen a lot of fraud in the program by the peo- 
ple who claim to be service-disabled veterans who are not, some en- 
tities that “Rent-A-Vet” as we call it, where the person on paper 
is co-owner of the company, but never sets foot in the corporate of- 
fices, and they will get some type of compensation for participating. 

VA spends a lot of money on fee-basis healthcare. You know that. 
It is growing every year. We find that they are not doing a good 
job managing the payment process for this fee-basis work. A lot of 
duplicate payments are being made. We get a bill from a hospital 
and professional practice group of doctors and a separate bill from 
the doctor’s office. It is not sufficiently organized on a system-wide 
basis to make sure we are not paying twice. That was a large part 
of the overpayments that we saw in our audit work. 

From a health care perspective, we want to make sure we are 
getting quality. VA pays $4.4 million each year in fee-basis care. 
We want to make sure that, if you go to a local hospital or a local 
doctor, the veteran got a quality experience, and also the care that 
the veteran received is documented in the electronic health record, 
so that if the next incident of care is at the VA, the doctor at the 
VA can say, okay, 3 months ago, this person was seen at a private 
hospital and this is the treatment he received. We are not confident 
that right now, anyone is checking to see whether or not the care 
was proper. And Dr. Daigh’s people want to look at this based on 
continued growth in fee-basis care. 

We are also going to look at the allocation of providers and staff 
time. If we hire a doctor to do primary care, we may want him to 
do primary care for 30 percent of the time or 50 percent of the time 
or whatever percent. Until you identify what that percent is, you 
can’t establish reasonable performance metrics to say a primary 
care doctor should see X number of veterans a day, just as they 
would in the private sector. If you are working in the private sec- 
tor, and you are doing colonoscopies, you are expected to do X num- 
ber every day, and it is based on 30 minutes or 45 minutes or 
whatever the required time period for the procedure. VA needs to 
prescribe what percent of the time their doctors must perform 
hands on patient care as opposed to research or training. 

You need to get your hands around what is a reasonable per- 
formance standard for all different specialties of health care, to in- 
clude primary care. That is something we hope to have an oppor- 
tunity to look at in the coming year. 
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We also are interested in the homeless initiative, which is one of 
the top three goals the secretary has articulated for this year. In 
the past, it has been our experience that the homeless issue has 
been addressed through a multitude of community entities. 

We want to explore the root cause of why a certain group of vet- 
erans is more likely to be homeless than some other group. For ex- 
ample, this group of veterans who served in Iraq and Afghanistan 
who were in this type of unit have a greater propensity to become 
homeless. 

Mr. Culberson. Mr. Secretary, we have got these last two votes. 
I think my colleagues are probably staying upstairs until they are 
done. So if you could forgive us. 

If we could, guys, let’s recess very briefly, sir, take care of these 
votes, and then we will be right back down. We will stand in re- 
cess. 

[Recess.] 

Mr. Culberson. The committee will come back to order. 

And, Mr. Griffin, thank you very much for your patience. 

We are going to have most of our members here after the vote 
is concluded. 

Mr. Griffin, thank you very much, sir. Please continue the testi- 
mony, and then we will move into questions. 

Mr. Griffin. We were discussing before the break the opportuni- 
ties we think are out there for our Health Care Inspection Group 
to help the Veterans Health Administration improve their perform- 
ance, improve their quality and efficiency. 

IDENTIFIED SAVINGS 

Mr. Culberson. And just in what you mentioned so far, if you 
could, for the benefit of the members who just came in, it sounded 
like you have already identified how many dollars worth of savings 
that you believe would not impact the quality of care provided to 
veterans. 

Mr. Griffin. Just in the fee-basis care arena, we identified $1.7 
billion in potential monetary benefits over 5 years, and that is 
based on a national audit that was conducted and a statistical pro- 
jection that was based on a valid sample wherein we had a couple 
hundred million dollars in overpayments in 1 year. 

It is standard procedure to project those dollar amounts over 5 
years in the I.G. and GAO communities. So if they can tighten 
down their billing procedures on fee basis and not make overpay- 
ments they could realize savings of $1.7 billion. In the 100 percent 
temporary disabled veterans ratings done in VBA, same thing, over 
$1 billion in potential savings. 

Veterans can be given a temporary 100 percent disability rating 
until such time as they receive appropriate medical care to address 
their condition. They are supposed to be given a follow-up medical 
exam in order to determine if their rating should remain at 100 
percent or if the medical care resolved their problem and their rat- 
ing should be lowered. 

We found the controls were lacking to alert VBA employees that 
they have to go back and check on this particular rating to see if 
it is still valid. When you apply that to the number of veterans that 
are getting disability, the dollars involved grow very quickly. 
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Now, in health care, in addition to our desire to make sure that 
fee-basis care is quality, we also want to look at performance 
metrics. We want to check and see the extent that the Veterans 
Health Administration would benefit from having performance 
standards for their health care professionals, so we can be assured 
that we know what we are paying for and know what is a reason- 
able number of veterans to expect a primary care physician to be 
able to treat in 1 day, how many cardiac surgeries can you do in 
1 day? What is the standard in the private sector? Is there a rea- 
sonable standard or not? 

We are going to make sure that the small medical centers, aren’t 
trying to do surgeries that they are not really equipped to do. 
Thanks to some work that Dr. Daigh’s people have done in the 
past, those smaller medical centers are no longer supposed to do 
some of the more technical surgeries. 

Now, for me, I wouldn’t want to get a bypass surgery from some- 
body that does one a month. I would like to go to somebody, who 
does it every day for a living. 

Our Health care unit, as I started to mention before the break 
would like to look at the homelessness issue. Homelessness has 
been a chronic problem for years and years. The secretary has 
identified ending it as one of his top goals for the department. We 
want to look at the root cause of homelessness. We want to see if 
the programs that are being funded are having the right outcomes, 
or are we just shoveling money at the problem and not really fig- 
uring out what is it about this group of veterans that causes them 
to be homeless. 

These are some of the areas that we think are important for OIG 
oversight in the future. I would ask that the subcommittee support 
a legislative proposal that the department has come forward with 
in their budget submission, and that would allow the Veterans 
Health Administration to participate in the prescription monitoring 
programs, PMPs, as they are called. 

Thirty-eight states have these programs. Basically, within those 
states, it allows different health care providers to check and see if 
someone is getting controlled substances at multiple locations if 
they are doctor shopping. They get oxycodone from the VA They 
will also go to a private-sector doctor, they will go as many places 
as they can. But when you have these monitoring programs, it al- 
lows you to know if a veteran is getting enough oxycodone for a 
year every month. 

And it has consequences, as you well know, which is reflected in 
the increase in assaults that we have seen at VA facilities, both as- 
saults on health care providers and veteran on veteran, because 
these drugs are so potent and they are being abused. 

In some instances, the drugs are obtained and sold on the street 
because oxycodone drugs are very popular with heroin and cocaine 
addicts. So it would be another tool to allow us to make sure that 
the money that VA spends on drugs isn’t going either to someone 
who is already addicted and who is doctor shopping, or to somebody 
who might assault his provider tomorrow because he has had too 
much of these drugs. And, frankly, with the increase in mental 
health patients the VA has been seeing, if you have a mental 
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health condition already and you make it worse by taking these 
powerful drugs, there is no predicting what the outcome might be. 

So thank you for the opportunity to be here today. We appreciate 
this committee’s support in the past. Some of our current initia- 
tives would not have happened, our initiative to do the outpatient 
clinic reviews was funded by the subcommittee, our initiative to do 
benefit inspections in the regional offices was funded by the sub- 
committee. We think those are very valuable tools. And I think the 
results are there. 

So let me stop there so that I can be responsive to the questions 
you may have. And if I don’t know the answer, the three behind 
me know everything. 

[The information follows:] 
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[Prepared statement of Richard J. Griffin follows:] 

STATEMENT OF 
RICHARD J. GRIFFIN 
DEPUTY INSPECTOR GENERAL 
OFFICE OF INSPECTOR GENERAL 
U.S, DEPARTMENT OF VETERANS AFFAIRS 
BEFORE THE 

SUBCOMMITTEE ON MILITARY CONSTRUCTION, VETERANS AFFAIRS, AND 
RELATED AGENCIES 

“THE STATE OF THE DEPARTMENT OF VETERANS AFFAIRS” 

MARCH 9, 2011 

Mr. Chairman and Members of the Subcommittee, thank you for the opportunity to 
discuss the state of the Department of Veterans Affairs (VA) in the context of the work 
produced by the Office of Inspector General (OIG). Accompanying me today is 
Ms. Belinda Finn, Assistant Inspector General for Audits and Evaluations, Ms. Maureen 
Regan, Counselor to the Inspector General, and Dr. John D. Daigh, Jr., Assistant 
Inspector General for Healthcare Inspections. 

The scope and complexity of VA services for our veterans and their families are 
staggering. The Veterans Health Administration (VHA) delivered clinical services to 
approximately 6 million veterans in fiscal year (FY) 2010 across a network of hospitals, 
clinics, nursing homes, counseling centers, and domiciliaries and is consistently rated 
favorably in comparison to other public and private facilities. While the number of 
claims received is at an all time high, the Veterans Benefits Administration (VBA) has 
also processed more claims than in previous years within an evolving environment 
characterized by legislative, regulatory, and technological change. The National 
Cemetery Administration (NCA) has been consistently recognized as a world-class 
leader in customer satisfaction. Further, the results of VA's FY 2010 financial statement 
audit identified information technology (IT) security controls as the only remaining 
material weakness, compared to four material weaknesses in the prior year that also 
included financial management systems, oversight, and compensation liabilities. These 
improvements are significant. 

However, like all organizations, VA has opportunities to achieve savings, reduce risks, 
and improve performance. The OIG's oversight of the second largest Cabinet 
Department in Government is focused on helping VA improve the care and benefits 
delivered to veterans by identifying program weaknesses and making recommendations 
to VA program officials on what actions they can take to strengthen programs and 
correct deficiencies. This statement provides an overview of the OIG’s oversight 
program and outlines those areas in need of attention by VA officials to ensure that 
veterans receive the care and benefits they have earned through their service to our 
Nation. We will address OIG initiatives, in addition to our regular oversight work that 
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support VA programs to reduce fraud, train staff, and identify savings in VA contracts. 
We will also briefly address current work in progress and areas of concern that we plan 
to allocate resources to in the future. 

OVERVIEW OF THE OIG 

The OIG is responsible for conducting audits, health care reviews, inspections, and 
investigations of VA operations. In FY 2010, the OIG was funded at $109 million and is 
staffed at approximately 600 employees. In FY 2010, we produced a total of 263 
reports, including 36 audits and other reviews, 116 health care related reports, 98 pre- 
award and post-award reports, opened 988 criminal investigations, closed 842 criminal 
investigations, with a total monetary impact of $1,913,000,000. The OIG is a good 
investment with a return on investment for FY 2010 of $20 to $1. 

The OIG is organized into three line elements: the Offices of Investigations, Audits and 
Evaluations, and Healthcare Inspections, plus a contract review office and a support 
element. The OIG’s Office of Contract Review, funded at $3.9 million through a 
reimbursable agreement with VA, performs pre-award and post-award contract reviews 
and other pricing reviews of Federal Supply Schedule (FSS), health care resources, and 
certain construction contracts. In addition to the Washington, DC, headquarters, the 
OIG has field offices located throughout the country. 

Annually, the OIG is required by statute to conduct an audit of VA's Consolidated 
Financial Statements, an audit under the Federal Information Security Management Act, 
and a detailed accounting of VA’s submission to the Office of National Drug Control and 
Policy. The OIG has a proactive program of cyclical reviews for VA Medical Centers 
(VAMCs), community based outpatient clinics (CBOCs), and VA Regional Offices 
(VAROs). We have a full program of national audits and health care reviews that are 
either planned in advance or in reaction to requests from the Secretary and other senior 
VA officials, Congress, or allegations reported through the VA OIG Hotline, which in FY 
2010 received approximately 30,000 contacts from veterans, VA employees, and the 
public. Additionally, we conduct criminal and administrative investigations of 
wrongdoing in VA programs and operations by VA employees, contractors, and others, 
and seek prosecution, administrative action, and monetary recoveries when warranted. 

VETERANS BENEFITS ADMINISTRATION 

The OIG performs audits and evaluations of VBA programs, focusing on the 
effectiveness of benefits delivery to veterans, dependents, and survivors. Through our 
audits, evaluations, and inspections, we identify areas where VA can improve the 
management of program operations and provide VA with constructive recommendations 
to improve the delivery of benefits. 

Benefits Inspections Reviews 

The Office of Audits and Evaluations' Benefits Inspection Program is part of our efforts 
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to ensure our veterans received timely and accurate benefits and services. These 
independent inspections provide recurring oversight of VAROs focusing on disability 
compensation claims processing and performance of Veteran Service Center 
operations. The objectives are to evaluate how well VAROs are accomplishing their 
mission of providing veterans with access to high quality benefits services; determine if 
management controls ensure compliance with VA regulations and policies; assist 
management in achieving program goals; minimize the risk of fraud, waste, and other 
abuses; and identify and report systemic trends in VARO operations. Benefits 
inspections may also examine issues or allegations referred by VA employees, 
members of Congress, or other stakeholders. 

In FY 2010, we issued 14 inspection reports and expanded our capacity to review the 
remaining VAROs and provide recurring oversight by adding a second field office in San 
Diego, California. The addition of this second field office enables the OIG to conduct 
inspections at all VAROs on a more frequent basis and perform follow-up visits to 
ensure continuous oversight. Key summary results from those inspections include: 

• Claims processing - Of approximately 45,000 benefit claims requiring rating 
decisions that we reviewed, 23 percent were processed incorrectly. These errors 
involved claims related to Post Traumatic Stress Disorder (PTSD), Traumatic 
Brain Injury (TBI), herbicide exposure-related disabilities, and temporary 100 
percent evaluations. These errors either directly affected veterans’ benefits or 
had the potential to affect benefits. 

• Systematic Analyses of Operations (SAOs) - As part of VBA’s internal quality 
management program, VAROs are required to conduct SAOs on an annual basis 
to identify existing or potential problems and propose corrective actions. VARO 
staff did not timely and accurately complete 24 (29 percent) of 82 SAOs. The 
inadequate SAOs represent missed opportunities for VAROs to identify existing 
or potential problems and take corrective actions. 

• Mail Handling Procedures - Seventeen percent of search mail (i.e., claims- 
related mail waiting to be associated with a veteran’s claim folder) was not 
properly controlled or associated with the claims files. Consequently, 
beneficiaries may not have received accurate and timely benefit payments. 

• Incompetency Determinations - VARO staff unnecessarily delayed making final 
decisions in 54 (50 percent) of the 127 incompetency determinations reviewed at 
5 VAROs. Delays increase the risk of an incompetent beneficiary receiving 
benefits payments without a fiduciary to manage those benefits and ensure the 
beneficiary's welfare. 

• Veterans Appeals and Record Locator System (VACOLS) Compliance - Thirty- 
seven percent of Notice of Disagreements (NODs) from veterans were not timely 
input for workload management in VACOLS. Delays in establishing NODs in the 
system affect the integrity of VACOLS data, misrepresent performance and 
workload, and adversely affect the VBA National Call Center’s ability to give 
accurate and timely customer service to veterans on their appeals. The VAROs 
nonetheless generally met VBA’s timeliness goal of completing NODs within 182 
days. 
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National Call Center 

In another report in 201 0, Audit of National Call Centers and the Inquiry Routing and 
Information System (May 13, 2010), we concluded that any one call placed by a unique 
caller had a 49 percent chance of reaching an agent and getting the correct information. 
This occurred because VBA did not have a central entity to provide leadership and 
guidance, establish sufficient performance standards to evaluate timeliness and 
accuracy, provide adequate training, and implement an efficient call-routing system. 

VBA initiated some corrective measures by recruiting for a contact operations manager, 
adjusting the routing of calls, and increasing the number of telephone lines. In FY 201 1 , 
VBA plans to implement a new process to route calls more efficiently. 

Temporary Disability Ratings 

Despite numerous audit and inspection reports since FY 2004 stating that VARO staff 
were not consistently processing temporary 100 percent disability evaluations correctly, 
VBA has not fully corrected the problem. VBA staff did not adequately process 1 00 
percent disability evaluations for about 27,550 (15 percent) of approximately 181,000 
veterans. As a result, since January 1993 VBA paid veterans a net amount of about 
$943 million in compensation benefits without adequate medical evidence. Without 
further action to adjust the benefits, the payments will continue and VBA will overpay 
these veterans a projected $1.1 billion over the next 5 years. While VBA did not agree 
with our findings as they relate to the projected overpayment amounts, they agreed to 
implement the recommendations and provided an implementation plan. We stand firm 
on the statistical basis for the amount of projected overpayments. ( Veterans Benefits 
Administration - Audit of 100 Percent Disability Evaluations, January 24, 2011). 

Post 9/11 Gl Bill 

VA faced major challenges to ensure that veterans entitled to the new Post 9/1 1 Gl Bill 
benefits received timely benefits because it lacked an automated IT solution to process 
these payments. As concerns regarding claims timeliness issues increased, VA issued 
122,000 emergency payments worth $356 million for students facing delayed education 
payments in the Fall 2009 school term. The emergency payment initiative offered 
effective relief to affected veterans; however, our review substantiated that VA 
inappropriately provided emergency payments totaling approximately $103 million to 
ineligible military service members and veterans who did not participate in VA’s 
education programs. VA also provided 2,700 emergency payments worth $8 million to 
service members who did not meet VA criteria for emergency payments. We estimated 
a loss out of about $87 million in unrecoverable debts out of the $356 million in total 
emergency payments. As of February 201 1 , VBA had initiated collection actions with 
approximately 90 percent of the individuals who received these emergency payments 
and recovered 67 percent of the total payments, according to VBA senior officials. 

( Veterans Benefits Administration Review of Alleged Improper Emergency Payments for 
Education Benefits, September 14, 2010). 
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VBA Claims Backlog 

Our oversight continues to identify opportunities for VBA to improve claims processing 
timeliness and reduce claim backlogs. 

• In September 2009, our Audit of VA Regional Office Rating Claims Processing 
Exceeding 365 Days (September 23, 2009) made four recommendations to help 
reduce claims processing times. To implement our recommendations, VBA 
established timeliness goals for each claims processing phase that are 
consistent with VBA's strategic target of completing rating claims within 125 
days. VBA also revised policies to require VAROs to design and implement 
workload management plans that include these timeliness goals and prevent the 
inefficient claims processing practices discussed in our report. On April 12, 

2010, to better align individual standards with organizational timeliness goals, 
VBA linked Veterans Service Representative (VSR) production credits and 
timeliness goals with VSR performance standards. On July 7, 2010, VBA’s 
Office of Field Operations issued national and station-specific performance 
targets in an effort to reduce and eliminate the number of claims completed in 
excess of the 125-day strategic target. 

• Notwithstanding recent hiring initiatives, VBA continues to experience difficulty in 
reducing claims inventories. In February 2010, our Review of New Hire 
Productivity and the American Recovery and Reinvestment Act Hiring Initiative 
(February 18, 2010) found that, although VBA met its FY 2008 hiring goals and 
filled almost all of its FY 2009 American Recovery and Reinvestment Act 
positions, VBA's rating and non-rating claims inventory was still expected to grow 
through at least FY 2011. 

VETERANS HEALTH ADMINISTRATION 

The OIG’s oversight of VHA through health care inspections, reviews, and audits that 
focus on the effectiveness of health care delivery helps VHA maintain high-quality 
patient care and safety, safeguard against the occurrence of adverse events, and 
enhance the management of the delivery of services. 

Combined Assessment Program Reviews 

Every year we conduct approximately 50 combined assessment program (CAP) reviews 
that provide annual physical oversight of VHA's medical centers. Reviews are designed 
to focus on VHA’s quality management program and selected clinical and administrative 
operations. We also conduct crime awareness briefings to increase VA employee 
awareness of the potential for fraud and requirement to report suspected criminal 
activity to the OIG. Topics reviewed through the CAP process are adjusted every 6 
months. The current CAP topics include reviews designed to evaluate the credentialing 
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and privileging of medical staff; the management of chemotherapy medications; efforts 
to reduce incidence of multidrug-resistant organisms; communication of test results to 
veterans; the medical center's efforts to maintain a clean and safe health care; and the 
facilities compliance with VA requirements for advance directives and discharge 
planning. 

Quality Management 

Recently, we published a roll-up report of the results of our CAPs in the area of quality 
management, Combined Assessment Program Summary Report - Evaluation of Quality 
Management in Veterans Health Administration Facilities for Fiscal Year 2010 
(February 16, 2011). Although all 55 facilities had established comprehensive QM 
programs and performed ongoing reviews and analyses of mandatory areas, 4 facilities 
had significant weaknesses (Memphis, Tennessee; El Paso., Texas; Dublin, Georgia; 
and Providence, Rhode Island). The CAP reports for each of these facilities provided 
recommendations and action plans to implement needed changes. To improve 
operations, we recommended that VHA reinforce requirements for comprehensive 
utilization management programs, thorough review of individual resuscitation episodes 
and trending of aggregate data, life support training policies, and reports. 

Reusable Medical Equipment 

We continue to be concerned about the processing of reusable medical equipment 
(RME) throughout the VA system. We have reported on this issue extensively finding 
that VA continues to struggle to ensure that equipment is properly cleaned. 

In 2009, after instances in Murfreesboro, Tennessee; Miami, Florida; and Augusta, 
Georgia, involving the improper processing of endoscopes and colonoscopes, we 
published two reports including the results of unscheduled inspections at all VAMCs that 
performed these procedures. To improve compliance with VHA policy, VHA asked us to 
include RME issues in CAP reviews for the period of January 1 through September 30, 
2010, which covered 45 VHA medical facilities. While VHA facilities recognized the 
importance of maintaining consistent RME practices to ensure veterans’ safety, we 
identified six areas where compliance with RME requirements still needs to improve. 

We made the following recommendations that: 

• Standard Operating Procedures (SOPs) be current, consistent with 
manufacturers’ instructions, and located within the reprocessing areas. 

• Employees consistently follow SOPs, supervisors monitor compliance, and 
annual training and competency assessments be completed and documented. 

• Flash sterilization be used only in emergent situations, supervisors monitor 
compliance, and managers annually assess and document competencies for 
employees who perform flash sterilization. 

• Appropriate personal protective equipment be donned before entering and worn 
in decontamination areas. 

• Ventilation systems be inspected and filters changed quarterly in all reprocessing 
areas, and that temperature and humidity levels be monitored and maintained 
within acceptable ranges in sterile storage areas. 
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• Processes for consistent internal oversight of RME activities be established to 
ensure senior management involvement. 

Just this week, we released a report requested by members of Congress on improperly 
cleaned and sterilized dental equipment at the John Cochran Division (JCD) of the 
St. Louis VA Medical Center. The dental RME reprocessing issues at the JCD were a 
long-standing problem that went unrecognized and unaddressed by Veterans Integrated 
Service Network (VISN) and VAMC managers. While VHA identified the deficiencies 
and took actions to correct them, those actions did not always resolve the issues. 
Responsible managers did not verify the adequacy of RME reprocessing practices, nor 
did they assure that corrective actions were consistently implemented in response to 
VHA guidance and a VA Infectious Disease Program Office (IDPO) report. As a result, 
SOPs were not developed in a timely manner for the reprocessing of dental RME, SOPs 
did not always match manufacturers' instructions, and Dental Clinic staff had not 
received training on dental RME pre-treatment or reprocessing. 

VA issued notices of disclosure to 1,812 patients potentially affected by the breaches in 
the cleaning and sterilization processes, as required by VHA policy. We concluded that 
the VAMC promptly set-up and staffed its Dental Review Clinic, made appropriate 
efforts to contact identified patients, and provided adequate support and follow-up to 
patients. 

The VISN Director agreed to monitor the facility’s compliance with all appropriate 
elements of RME reprocessing; ensure that the VISN Supply, Processing, and 
Distribution Management Board ensure that SOPs based on manufacturer’s instructions 
are in place and that staff training and competencies are current; and take appropriate 
administrative actions based on the findings of the Administrative Board of Investigation 
and IDPO report. ( Healthcare Inspection - Reprocessing of Dental Instruments, John 
Cochran Division of the St. Louis, VA Medical Center, St. Louis, Missouri, March 7, 
2011 ). 


Community Based Outpatient Clinic Reviews 

In addition to the health care provided at VAMCs, VA also provides care to veterans at 
over 800 community based outpatient clinics (CBOCs). With the support of this 
Subcommittee, the OIG initiated a systematic review of CBOCs in FY 2009 to assess 
whether CBOCs are operated in a manner that provides veterans with consistent, safe, 
high-quality health care in accordance with VA policies and procedures. In FY 2010, 
our reviews revealed that the quality of medical care provided in VA-owned CBOCs and 
contracted CBOCs was similar. However, we routinely found poor contract planning 
and administration that resulted in overpayments by VA. We plan to visit 85 CBOCs in 
FY 201 1 to continue to evaluate the quality of clinical care provided as well as the 
management of contracts. 

Our Office of Audits and Evaluations also reviewed CBOC operations. We found 
that VHA lacks a comprehensive CBOC management control system with which to 
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evaluate and manage CBOC performance and address operational problems. Our 
audit results show that CBOC data relied upon to make VHA budgetary and resource 
management decisions contained significant inaccuracies. The Under Secretary for 
Health accepted our recommendations and indicated that corrective actions would be 
completed by January 2011. However, as of February 28, 2011, four of six 
recommendations remain open. As VA’s network of CBOCs grows and VHA strives to 
balance quality, access, and patient services, we were pleased to see that the Under 
Secretary for Health is focusing a review to identify gaps in the provision of health care 
and determining howto monitor contractor and VA-managed CBOC performance. 

(Audit of CBOC Management Oversight, July 28, 2010). 

Non-VA Fee Care Program 

In FY 2010, VA spent approximately $4.4 billion for the care of veterans at non-VA 
facilities and costs are expected to increase in future years due to increased demand for 
care and increased health care costs. VA faces ongoing challenges in addressing the 
financial vulnerabilities and the inefficiencies in processing medical fee claims associated 
with both the inpatient and outpatient aspects of the Non-VA Fee Care Program. 

Under the Non-VA Fee Care Program, VA facilities may authorize veterans to receive 
treatment from non-VA health care providers when certain services are unavailable at 
VA facilities, when services cannot be economically provided due to geographic 
inaccessibility or in emergencies when delays may be hazardous to life or health. We 
have issued four reports on the Fee Program in the past 2 years addressing inpatient 
fee care, the lack of a program fraud management program, outpatient fee care and 
medical fee claim processing, and the quality of care at one facility. In these reports, we 
identified opportunities for VA to achieve significant cost savings, improve its 
management of the Non-VA Fee Care Program, and better coordinate care. 

• We estimated that VA improperly paid 28 percent of pre-authorized inpatient 
medical fee claims by not properly authorizing fee care, and not correctly 
determining payment rates in FY 2009. This resulted in VA making 
overpayments of $120 million related to inpatient medical fee claims. Without 
timely corrective actions, we estimated VA could make $600 million in improper 
payments over the next 5 years. Additionally, we identified medical fee claims 
processing inefficiencies estimated to cost $26.8 million or $134 million over the 
same 5-year period that could be avoided by consolidating the Fee Program’s 
claims processing system. The Under Secretary for Health agreed to implement 
our recommendations and concurred economies of scale can be achieved by 
consolidating medical fee claims processing activities. Recently, the Chief 
Business Office entered into an agreement with VA's Financial Services Center 
in Austin, Texas, to develop a pilot program to process all medical fee claims for 
one VISN. The Financial Services Center is developing the project in phases 
and plans to have the project fully implemented by August 2012. Additionally, 
the Chief Business Office has contracted for a national risk assessment of their 
business oversight of the Fee Program and for an external organization to audit 
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claims to determine if fee payment locations are complying with VA pricing and 
payment methodologies and procedures. ( Veterans Health Administration - 
Audit of Non-VA Inpatient Fee Care Program , August 18, 2010). 

• In June 2010, we reported that VA had not established controls designed to 
prevent and detect fraud primarily because it had not identified fraud as a 
significant risk to the Fee Program. We estimated that the Fee Program could be 
paying between $114 million and $380 million annually for fraudulent health care 
claims. The Under Secretary agreed with our recommendation to establish a 
fraud management program and is moving forward with plans. ( Veterans Health 
Administration - Review of Fraud Management for the Non-VA Fee Care 
Program, June 8, 2010). 

• In August 2009, we reported that VA improperly paid 37 percent of outpatient 
medical fee claims, resulting in an estimated $1.1 billion in overpayments and 
$260 million in underpayments over a 5-year period. VA health care facilities did 
not properly justify or authorize services as required by VHA policy, increasing 
the risk of improper payments. Further, we found that VHA had not developed 
procedures suitable for fee staff to use as their day-to-day instructions for 
processing medical fee claims and meeting policy requirements. The Acting 
Under Secretary for Health accepted our recommendations to establish policies, 
standardize business procedures, provide training to maintain staff competence, 
and develop an oversight program. ( Audit of Veterans Health Administration's 
Non-VA Outpatient Fee Care Program , August 3, 2009). 

• In a report dealing with the care provided at the Orlando VAMC, in Orlando, 
Florida, we determined that the medical center lacks an adequate care 
management system to coordinate care between VA providers and fee basis 
providers which led to delays in care. We found instances where medical care 
was affected or delayed due to communication breakdowns between VA and 
non-VA providers. For example, a patient had to undergo a second biopsy 
because the original non-VA pathology results could not be located; another 
veteran arranged for care at a different VA facility outside of his geographic 
region due to fee basis delays; and general delays in finding fee basis services in 
the community. (Healthcare Inspection Inadequate Coordination of Care, 

Orlando, VA Medical Center, Orlando, Florida, June 24, 2010). 

Medical Licensing Issues 

VHA regulations require that physicians maintain one State medical license that is 
active and in good standing in order to practice medicine in VHA facilities. Physicians 
hold primary responsibility for renewing their medical license(s) timely and clinical 
privileges will be revoked if a physician does not maintain at least one active medical 
license. 
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• Based on earlier work, we were concerned about the comprehensiveness of 
systems and processes that track and follow up on expiring medical licenses at 
VA medical facilities. We conducted a national review to evaluate the 
interconnecting systems that provide data on medical license status and found 
that license expiration dates were inconsistent and fragmented across VHA 
medical facilities. Because VHA guidance lacked defined and specific 
requirements for monitoring expiration dates and following up on renewals, 
individual VHA medical facilities employed a variety of different approaches to 
track and manage licensure data. Further, VetPro (VHA’s electronic 
credentialing and privileging database) reports were not always considered 
trustworthy, user-friendly, or adaptable to local needs. In addition, we confirmed 
that the license expiration date automatically updates in the Personnel and 
Accounting Integrated Data system after the notification of the impending 
expiration is sent to the facility. We recommended that the Under Secretary for 
Health require VHA to outline the requirements and responsibilities for collecting, 
validating, and monitoring medical license expirations; assuring communication 
and coordination among involved Services; and following up to promote timely 
renewal of licenses. We also recommended that VHA medical facilities evaluate 
and refine local practices and policies to conform to VHA’s requirements. 
(Healthcare Inspection - Tracking of Medical License Expiration Dates, 
November 29, 2010). 

• In response to allegations received in our Hotline, we conducted an inspection of 
the Nuclear Medicine Service at the Northport VAMC in Northport, New York. 

We substantiated that the VAMC was operating an unaccredited residency 
training program in nuclear medicine that fell outside established VA residency 
training policies and VA personnel policies, which led to the Chief of the Nuclear 
Medicine Service allowing unqualified individuals who were not licensed to 
practice medicine in the United States to work in the Service. As a result of our 
work, the VAMC Director discontinued the nuclear medicine residency training 
program and removed two unlicensed trainee physicians, and VHA’s Office of 
Academic Affiliations discontinued funding nuclear medicine resident positions at 
the facility. (Healthcare Inspection - Alleged Residency Training Issues in 
Nuclear Medicine Service, Northport VA Medical Center, Northport, New York, 
November 12, 2010). 

JOINT REVIEW OF WOMEN VETERANS ISSUES AT VBA AND VHA 

At the direction of the Joint Statement of Managers in the Conference Report to 
Accompany the Consolidated Appropriations Act of 2010 (Public Law 111-117), we 
conducted a review to assess VA's capacity to address combat stress in women 
veterans. This review was a joint project by our Office of Healthcare Inspections and 
our Office of Audits and Evaluations. ( Review of Combat Stress in Women Veterans 
Receiving VA Health Care and Disability Benefits, December 16, 2010). 

We assessed women veterans use of VA health care for traumatic brain injury (TBI), 
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post-traumatic stress disorder (PTSD), and other mental health conditions and whether 
VBA properly adjudicated women veterans disability claims for these conditions. After 
analyzing integrated date from VA and the Department of Defense for almost 500,000 
male and female veterans who separated from the military from July 1 , 2005 to 
September 30, 2006, for the experience transitioning to VA and using VA healthcare 
and compensation benefits through March 31, 2010, we reported the following: 

• Female veterans generally were more likely to transition to and continue to use 
VA health care services. 

• Higher proportions of female veterans generally were diagnosed with mental 
health conditions by VA after separation but lower proportions were diagnosed 
with PTSD and TBI. 

• Higher proportions of female veterans generally were receiving disability benefits 
for mental health conditions, but at a lower proportion for PTSD and TBI. 

• Gender-based biases were not identified in VBA’s adjudication of male and 
female disability claims but data limitations affected a full assessment of some 
outcomes. 

• VBA has guidance and training for evaluating military sexual trauma (MST) 
claims, but sensitivity training is needed for claims processors and Women 
Veterans' Coordinators to better prepare them to effectively communicate with 
veterans who may be distressed during interactions regarding their MST-related 
disability claim. 

• VBA has not assessed the feasibility of requiring MST-specific training and 
testing for claims processors who work on MST-related claims because it has not 
analyzed available data on its MST-related workload and how consistently these 
claims are adjudicated. 

DEPARTMENT-WIDE ISSUES 

VA continues to experience difficulties in its management of contracts, especially in the 
area of IT contracts. Historically, VA has struggled to manage IT developments that 
deliver desired results within cost and schedule objectives. The Office of Information & 
Technology (OI&T) has implemented the Program Management Accountability System 
(PMAS) to strengthen IT project management and improve the rate of success of VA’s 
IT projects. We are currently conducting an audit to determine how well OI&T has 
planned and implemented PMAS and its effectiveness in managing VA’s IT capital 
investments; we will report on our findings this summer 

Information Technology Project Management 

Over the past 2 years, our audit work on several IT system development projects has 
identified themes as to why VA has continued to fall short in its IT project management. 
These issues include inadequate project and contract management, staffing shortages, 
lack of guidance, and poor risk management — issues that have repeatedly hindered the 
success of IT major development projects undertaken by OI&T. 
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• Our FY 2009 report on Financial and Logistics Integrated Technology Enterprise 
(FLITE) determined that program managers did not fully incorporate lessons 
learned from the earlier failed Core Financial and Logistics System (CoreFLS) 
program to increase the probability of success in FLITE development. We found 
deficiencies similar to those identified in CoreFLS reviews also occurred within 
FLITE. For example, critical FLITE program functions were not fully staffed, non- 
FLITE expenditures were improperly funded through the FLITE program, and 
contract awards did not comply with competition requirements. ( Audit of FLITE 
Program Management’s Implementation of Lessons Learned, September 16, 
2009). 

• Our FY 2010 report on the FLITE Strategic Asset Management (SAM) pilot 
project disclosed that FLITE program managers did not take well-timed actions to 
ensure VA achieved cost, schedule, and performance goals. Further, the 
contractor did not provide acceptable deliverables in a timely manner. Once 
again, we identified instances where FLITE program managers could have 
avoided mistakes by paying closer attention to lessons learned. 

Specifically, we found that FLITE program managers awarded a task order for 
implementation of the SAM pilot project, even though the FLITE program 
suffered from known staffing shortages. FLITE program managers did not clearly 
define FLITE Program and SAM pilot project roles and responsibilities, resulting 
in contractor personnel receiving directions and guidance from multiple sources. 
FLITE program managers did not ensure that the solicitation for the SAM pilot 
project clearly described VA's requirements for SAM end-user training resulting 
in a more than a 300 percent increase from the original training cost. Finally, 
FLITE program managers did not always effectively identify and manage risks 
associated with the SAM pilot project even though inadequate risk management 
had also been a problem with the failed CoreFLS. Because of such issues, VA 
was considering extending the SAM pilot project by 17 months (from 12 to 29 
months), potentially more than doubling the original contract cost. Following our 
audit report, VA in fact extended the SAM pilot only to ultimately suspend it in 
March 2011 to reexamine its development approach and has terminated the 
contracts for convenience. (Audit of the FLITE Strategic Asset Management Pilot 
Project, September 14, 2010). 


Procurement 

Procurement continues to be a major management challenge for VA. Our oversight of 
VA’s procurement activities is through audits, investigations, reviews, inspections, and 
the work of the Office of Contract Review which conducts pre- and post-award reviews 
of contracts awarded by VA’s National Acquisition Center, pre-award reviews of 
proposals for health care resources to be awarded to VA affiliated universities and 
medical centers on a sole-source basis, and this fiscal year has begun conducting pre- 
award reviews of certain construction proposals. This work provides us with a unique 
nationwide perspective on VA’s procurement practices. It also provides us with insight 
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into the commercial practices of the various industries that VA contracts with, in 
particular the health care industry. Since 2005, Office of Contract Review has issued 
560 reports with a total monetary impact of $2.2 billion. 

Across the board, our body of work has identified systemic issues that cause or 
contribute to procurement failures, overpayments, and misuse of funds, including poor 
acquisition planning, poorly written contracts, inadequate competition, no price 
reasonableness determinations, and poor contract administration. We believe the 
decentralized organizational structure for procurement activities in VA as well as 
inadequate oversight and accountability are primary factors contributing to these 
problems. 

Our work has provided VA with information needed to identify and establish plans to 
correct systemic deficiencies in the acquisition processes. For example, VA has 
established the Acquisition Academy in Frederick, Maryland, which has implemented 
rigorous training programs for contracting officers and contracting officer's technical 
representatives. VA also has implemented processes, such as Contract Review 
Boards, to provide better oversight of large dollar procurements prior to award 
In 2007, VA implemented an Electronic Contract Management System (eCMS) to better 
manage, increase visibility, and provide improved oversight of VA contracting 
processes. In July 2009, we reported that eCMS was incomplete and unreliable and 
therefore ineffective. Until VA enforces compliance for the mandatory use of the 
system, VA cannot benefit from the full capabilities of the system. ( Audit of VA 
Electronic Contract Management System, July 30, 2009) In FY 2010 as part of our 
oversight of funding provided under the American Recovery and Reinvestment Act 
(ARRA), we reported that despite VA's efforts to monitor ARRA data in eCMS, data 
reliability and system problems limited VA's ability to oversee ARRA related 
procurements. ( Review of VHA’s Efforts to Meet Competition Requirements and 
Monitor Recovery Act Awards, September 17, 2010). 

CURRENT AND FUTURE WORK 

In addition to the OIG's recurring mandatory, proactive, and reactive work already 
described, the Office of Audits and Evaluations is currently either working on or planning 
work to address areas of concern including rural health; the structure of Veteran 
Integrated Service Networks; service-disabled veteran-owned small business programs; 
the Medical Care Collection Fund, the security of VA's IT connections with university 
affiliates; the Fee Care program for dental care; and management of VA foreclosed 
properties. 

To continue our oversight of VBA initiatives to improve claims processing timeliness and 
reducing claim inventory backlogs, we are currently following VBA’s efforts related to 
the Disability Benefits Questionnaire, an on-line tool designed to streamline the 
submission of medical examinations by VHA and veterans’ private physicians to 
VAROs. We plan to begin an audit of VBA’s paperless claims processing initiative — 
the Veterans Benefits Management System (VBMS). VBA expects VBMS to reengineer 
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claims processing by automating the assembly of claim evidence. VBA anticipates 
VBMS will reduce claims backlog, lower claim cycle times, and increase transparency. 

Our Office of Healthcare Inspections plans to review the quality of VA purchased care; 
study the allocations of provider and staff time; and review the effectiveness of 
programs for homeless veterans. The Office of Contract Review will issue reports on 
VA's medical and surgical prime vendor program and a roll-up of issues identified during 
review of health care resources proposals. 

The OIG will also continue to provide support to VA through two fraud programs. The 
Office of Investigations uses several computer matching initiatives to detect and deter 
criminal activity. 

• The Death Match Project - This program compares the Social Security 
Administration's “Death File" with a database of VA beneficiaries, which enables 
us to identify instances of benefits continuing to be paid out to deceased 
veterans. Our work in this area focuses on investigating and prosecuting those 
individuals taking advantage of a beneficiary’s death for personal gain. This 
program has resulted in 446 arrests, recovery of more than $47 million, and a 5- 
year cost avoidance of more than $126 million. 

• Fugitive Felon Program - This program involves computerized matches between 
fugitive felon files of Federal and State law enforcement organizations and VA 
benefit files. When a veteran fugitive felon is identified, VA can suspend benefits 
and initiate recovery of any benefit payments made while the veteran was in 
fugitive status. Since its inception in 2002, this program has resulted in 2,092 
arrests and identified $753.3 million in estimated overpayments with an 
estimated cost avoidance of $868.5 million. 

The OIG also assists VA through various outreach and liaison efforts, and by training 
VA leaders and employees through the following efforts: 

• Monthly Meetings with VHA, VBA, and OI&T Senior Management - The 
Assistant Inspectors General for Audits and Evaluations, Healthcare Inspections, 
and Investigations meet on a monthly basis with the Chief Information Officer, 
VHA, and VBA senior officials to discuss recent results of OIG oversight work 
and to identify risks, vulnerabilities, and areas that can benefit from future OIG 
oversight work. We coordinate issues that will help improve program 
performance and operations, reduce costs, facilitate decision-making by 
responsible officials, and contribute to public accountability. 

• VA Acquisition Academy - The Counselor to the Inspector General and Office of 
Investigations staff provide instruction to VA contracting officers at advanced 
contracting courses at the VA Acquisition Academy in Frederick, Maryland. The 
training covers the role of the OIG, criminal conduct relating to procurement, 
audit issues relating to procurement, and howto avoid or prevail in contract 
disputes. 
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• The Counselor and the Office of Contract Review are working with VA on a 
General Services Administration (GSA) task group to improve the efficiency of 
the GSA FSS Program. 

• Drug Diversion Liaison - Each VA medical center has an assigned OIG criminal 
investigator responsible for sharing information with the VA Police Chief and 
Pharmacy Service Chief to deter, detect, and investigate potential drug diversion. 

• Fiduciary Fraud Liaison - Each VA Regional Office has an assigned OIG criminal 
investigator responsible for sharing information with the lead fiduciary coach to 
deter, detect, and investigate potential fiduciary fraud. 

• Major Construction Liaison - Each VA major construction project with a value 
greater than $10 million has an assigned OIG criminal investigator responsible 
for sharing information with contracting officers, COTRs, program managers, and 
prime and sub-contractor staff to deter, detect, and investigate potential 
construction fraud. 


CONCLUSION 

VA faces formidable challenges in delivering high-quality medical care and benefits to 
our Nation’s veterans in a cost-efficient and effective manner. With increased attention 
to the areas outlined above, we believe that VA can achieve savings, reduce risks, and 
improve performance. Through the OIG's oversight work, we will continue to provide 
VA with recommendations on how to improve services to veterans by VBA and VHA, 
and through better contract planning and oversight, and IT system development. We 
are committed to these efforts both because it is good government and because it 
honors our Nation’s commitment to those who served. 


Mr. Chairman, thank you for the opportunity to discuss the results of the work of the OIG 
and we welcome any questions that you or other members of the Subcommittee may 
have. 
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Richard J. Griffin 

Richard J. Griffin was appointed as Deputy Inspector General of 
the Department of Veterans Affairs on November 23, 2008. 

With the Inspector General, he directs a nationwide staff of 
auditors, investigators, health care inspectors, and support 
personnel. 1 lis office conducts independent oversight reviews to 
improve the economy, efficiency, and effectiveness of VA 
programs, and to prevent and detect criminal activity, waste, 
abuse, and fraud. Mr. Griffin previously served as VA Inspector 
General from November 1997 to June 2005. 

Mr. Griffin came to VA from the Department of Housing and 
Urban Development Office of Inspector General where he served as a senior advisor to the 
Inspector General from March 2008 to November 2008, assisting him in managing all aspects of 
that organization’s audits, inspections, investigations, congressional and public affairs, budget, 
and strategic planning. 



Mr. Griffin served as the Assistant Secretary for the Bureau of Diplomatic Security at: the 
Department of State where he led a global workforce of 32,000 security and law enforcement 
professionals from June 2005 to November 2007. His office was responsible for ensuring the 
safe and secure conduct of United States diplomacy across the world. He concurrently served as 
Director of the Office of Foreign Missions, with the rank of Ambassador, where he managed 
reciprocity and immunity issues for foreign diplomats in the United States. 

Mr. Griffin previously served as Deputy Director at the U.S. Secret Service, where he was 
responsible for planning and directing all investigative, protective, and administrative programs. 
I le began his career with the Secret Service in 1 97 1 as an agent in the Chicago office. 
Subsequent positions included Assistant Special Agent in Charge of the Presidential Protective 
Division, Special Agent in Charge in Los Angeles, Deputy Assistant Director in the Office of 
Investigations, and Assistant Director for Protective Operations. 

During his career at Secret Service, he received a number of special achievement awards 
including the Senior Executive Service Presidential Rank Award of Meritorious Executi ve in 
1994. In 2000 and 2005, he received the Exceptional Service Award of the Department of 
Veterans Affairs. 

In 1 971 , Mr. Griffin earned a bachelor’s degree in economics from Xavier University in 
Cincinnati, Ohio, and in 1984. received a master’s degree in business administration from 
Marymount University in Arlington, Virginia. He is a 1983 graduate of the National War 
College. In May 2004, he received an honorary' doctorate in Humane Letters from Marymount 
University. 
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John David Daigh, Jr., M.D. 

Assistant Inspector Genera! for Healthcare Inspections 


John Daigh, M.D. joined the Department of Veterans 
Affairs as the Associate Director of Medical Consultation 
in the Office of the Inspector General in January of 2002 
and was appointed as the Assistant Inspector General for 
Healthcare Inspections in January of 2004. I le is 
responsible for the Office of Inspector General initiatives 
that review the quality of health care provided to veterans 
in Veteran Affairs’ hospitals, clinics, and nursing homes, 
in addition to the care provided to veterans through 
various health care contracts. 1 le provides consultation to 
the investigation and audit sections of the Office of the 
inspector General. He received the Presidential Rank 
Award of Meritorious Executive in 2007 for his service at 
VA. 

Prior to joining the Office of the inspector General, he was on active duty with the U.S. 
Army for 27 years, retiring as a colonel in 2001 . John Daigh split his military medical 
assignments between Walter Reed Army Medical Center in Washington, D.C.. and 
Fitzsimons Army Medical Center in Denver, Colorado. His last medical assignment was 
as the Chief of Neurology at Walter Reed Army Medical Center where he supervised the 
delivery of medical care by the Department of Neurology, and the academic programs 
and training experiences of physicians and medical students who were training in 
neurology. Dr. Daigh is Board Certified in Child Neurology and Pediatrics. He obtained 
his medical degree from the University of Texas. Southwestern Medical School, in 
Dallas. Texas, upon graduation from the United States Military Academy (class of 1974), 
He trained in Pediatrics and Neurology in Dallas. Texas, and Denver, Colorado. Dr. 
Daigh is licensed to practice medicine in Maryland. 

Dr. Daigh is a Certified Public Accountant who obtained his undergraduate accounting 
education at the University of Maryland, University College. He studied taxation at the 
American University in Washington, D.C. where he earned his Masters in Taxation. He 
is licensed as an accountant in Maryland. His last assignment while on active military 
duty was as the Director of Program, Budget, and Execution for the TRICARE 
Management Activity, the appropriation holder for the military medical appropriation. In 
this position, he led the effort by the military medical services' resource managers to 
properly budget and administer the military health care appropriation. 

Dr. Daigh was born in Ft. Worth. Texas, to a new lieutenant in the Army. His childhood 
was spent at various locations as his family moved to comply with the request of the 
Army. He graduated from high school in Highland Falls, New York. Dr. Daigh is 
married and has two children. He and his wife reside in Maryland. 
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Maureen T, Regan 

Maureen T. Regan was appointed to the position of Counselor to the Inspector General 
(IG) in 1992, She is responsible for directing a staff that provides legal advice to the IG 
and all Office of Inspector General (OIG) components on legal issues involving audits, 
investigations, inspections, and other reviews. The Office of the Counselor prepares 
and reviews OIG subpoenas; provides comments on legislative and regulatory 
proposals; and is responsible for processing all requests relating to the release of 
information. Her staff provides legal advice to OIG personnel on internal personnel 
matters and represents the IG in matters before the EEOC, MSPB, NLRB, etc. The 
Office of the Counselor is also responsible for coordinating all civil fraud matters within 
the OIG and with the Department of Justice, particularly cases filed under the guj tarn 
provisions of the False Claims Act and matters involving contract fraud issues. 
Ms. Regan serves as the primary OIG liaison with the VA Office of General Counsel, 
Regional Counsels, and the Department of Justice. In addition, she manages the Office 
of Contract Review which is responsible for conducting pre- and post-awards of certain 
VA contracts. 

Prior to joining the OIG in 1989, Ms. Regan spent 4 years as a Staff Attorney in the VA 
District Counsel Office in Washington, D C. She was responsible for providing legal 
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Mr. Culberson. We really appreciate it. 

Mr. Griffin. Thank you very much. 

Mr. Culberson. And I share Mr. Bishop’s concern about the con- 
sistent reports we have had about veterans applying for — for bene- 
fits that they are not able to get or are very slow in receiving. 

ADEQUACY OF BUDGET REQUEST 

But I want to ask you first about the budget request that you 
have got from the president. Are you satisfied with it? What do you 
need in terms of resources and personnel to help you do the incred- 
ibly complicated job that you have got? 

Mr. Griffin. Let me say that we are aware of the fiscal con- 
straints that the government is facing, but we take our own over- 
sight responsibility very seriously. We asked for $117 million in our 
budget submission. That basically reflected a current services 
budget, plus $2.6 million for our homeless and mental health initia- 
tive. 

We sought that $2.6 million above current services in order to 
ensure that we would have enough resources — over an extended pe- 
riod of time, because the homeless veteran problem didn’t happen 
overnight and it is not going to be cured overnight. That was one 
initiative that we sought funding for. 

Basically, in order to fund the homelessness and mental health 
initiative and maintain current services, we would need an addi- 
tional $116 million above the President’s budget or $116 million. If 
we don’t get it, what are we going to do? Well, as I said at the be- 
ginning, we have mandated work which we have to do, and we 
have proactive work which we think is important, and we have re- 
active work which is in response to requests from the sub- 
committee, from the Secretary, from House Veterans Affairs. 

So we are constantly having to triage when it comes to how are 
we going to perform our oversight mission. It is not the best way 
to get at a targeted issue like homelessness. Well, if we don’t have 
the funding, we will try to squeeze it in. If we don’t, we can’t do 
it. 

So we constantly look at where we put our money. We have a 
very aggressive, hard-working group of people. They are working 
for veterans. 

Mr. Culberson. How big is your office? How many people? 

Mr. Griffin. We have about 600 at this point. The budget as it 
stands now would cause us to lose 15 FTEs, which obviously we 
wouldn’t want to do, because some of these people are very new 
hires and you invest a lot of money to get people trained and 
knowledgeable about VA programs. 

TOP CONCERNS 

Mr. Culberson. Let me ask you, what are your top three, con- 
cerns at the VA that you would like this committee to be sure we 
are paying attention to? Then, in the interest of time, to make sure 
everybody gets the chance to ask questions, I am going to pass to 
Mr. Bishop. 

Mr. Griffin. I think because of the continued increase in de- 
mand for veterans health care, we are really concerned about the 
quality of Fee Basis health care. We need to be confident that vet- 
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erans are getting quality service when they go to the community 
hospital for a medical procedure. 

Obviously, everybody is concerned about breaking the back of the 
backlog. We have concerns that we are going to look at in the next 
year about what might be tried in order to accomplish the reduc- 
tion of the backlog. From our inspection reviews, we know right 
now that people in the regional office feel like they are under tre- 
mendous pressure to get these claims out the door. 

You made reference to the error rate. Sometimes that error rate 
is driven because there is so much pressure, some real, some imag- 
ined, to move claims out. Even approving claims that didn’t have 
sufficient medical evidence. 

Mr. Farr. Is that any different than the IRS rate? 

Mr. Griffin. The IRS does their review after the fact. You know, 
VBA, they review the file — review the medical situation, and they 
make a conscious decision as to what the rating should be. The 
IRS, we send in our tax return, we may or may not get audited. 
So what is the error rate? 

Mr. Farr. IRS — under penalty of perjury, telling the truth. It 
might be easier to do it 

Mr. Griffin. My concern and one of the proposals — is to have 
these disability benefit questionnaires filled out by your private 
doctor and accepted as the compensation examination without fur- 
ther review. I think from an internal control standpoint, it creates 
a lot of vulnerability. And when it comes in with a claim via the 
Internet from the veteran — it goes right in for rating. So in theory, 
it is ready to rate, as they say. 

We have concerns about whether or not there are sufficient inter- 
nal controls. Frankly, where we have seen fraud in years past that 
was internal in part because people on the inside know where the 
controls are lacking. So, we have a concern about that and we are 
going to be paying attention in this area. 

Mr. Culberson. We are not really going to stick to a strict 5 
minutes. I want to make sure everybody has got time to explore the 
questions. But we should all obviously be respectful of the other 
folks in the room and make sure everybody has time to ask ques- 
tions. 

Mr. Griffin. I think the third general area is procurement and 
acquisition of drugs and medical supplies and leveraging the buy- 
ing power that VA should have based on the size of the medical 
system that they administer. You have got 153 hospitals. You have 
over 800 outpatient clinics. You have community living centers — 
a vast decentralized operation. 

Part of the work that Ms. Regan’s people do is to say, “Okay, if 
we are buying this quantity of this drug, we should get it at the 
same price as WalMart gets it. We shouldn’t be paying top dollar, 
because we are buying more.” 

And I think there is a lot of money that could be put to better 
use if we tighten down on those contracts and get the contracts ex- 
ecuted from a business perspective. 

So it is a matter of enforcing good business discipline on the 
overall process. And frankly, I think that is similar to the fee-basis 
billing issues. You have to have good business processes in order 
to make sure you are operating efficiently. And I think people are 



29 


so busy doing their core mission that they don’t always focus on the 
business processes. 

Mr. Culberson. All right, Mr. Bishop, and I want to say I will 
move to members in the order in which they came into the hearing. 

Mr. Bishop. 

Mr. Farr. I came in when nobody was here. 

PROCUREMENT PROBLEMS 

Mr. Bishop. Let me just follow up on the last question regarding 
your purchases and your procurement, and potential fraud there. 
Over the last two-and-a-half years, I was involved with a con- 
stituent contact regarding the purchase of the — equipment. 

And that was a big company that had a contract that — with some 
complicity from some VA contract offices, was able to maintain that 
contract, although that was a veteran-owned service — who also bid 
on the contract and was able to do it for, you know, 30 percent to 
40 percent of the price that the VA was paying. 

But they just had all kinds of problems thrown at them all 
through the procurement process. That is the kind of instance that 
we asked for the I.G. to investigate. I don’t know if you are familiar 
with that case. That was directed to the secretary — but also, you 
mentioned in your testimony fiduciary problems. 

FIDUCIARY PROBLEMS 

I had four town hall meetings in the last month in my district, 
two of them with veterans, and I had a couple that came into the 
town hall meeting and I met with them privately for a couple of 
hours. You would not believe the horror story that they had to tell. 

This veteran had gotten a lump sum payment of $165,000 that 
he had to wait, obviously, a long time to get, but because it was 
PTSD-related, a fiduciary was appointed. He and his wife, and I 
am going to make this very short, ended up going two winters 
without heat and both contracting pneumonia, you know. They had 
plumbing problems and couldn’t get the plumbing fixed because of 
problems with the fiduciary or when they tried to contact the fidu- 
ciary, they got blown off. The fiduciary would claim that they didn’t 
get the invoice so they sent it again. When they asked for an audit 
the fiduciary said we don’t have to give you an audit. We are no 
longer required to do that. 

And the fiduciaries; I understand some of them have 150 to 200 
cases. And it is my understanding they get 2 percent for a total of 
4 percent compensation. In addition to his lump sum of $165,000 
which the fiduciary was managing. 

With that being said, without any audit requirement. Did you 
have some cases where fiduciaries had to be removed because they 
had mishandled veterans’ funds? And in this instance, if you have 
a fiduciary that has got 200 cases and they are getting from each 
one of those veterans per month $200 to $300 for handling their 
funds, that is enough to make a tidy sum for a small law firm. Also 
in this particular instance, the veteran appealed the assignment of 
the fiduciary several times. 

And requested that his wife become the fiduciary. However, the 
veteran submitted several bills to be paid, which the fiduciaries did 
not pay on time, and as a result of those bills not being paid af- 
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fected her credit, which had been good, meaning that she was not 
qualified to become the fiduciary because of her credit, by not hav- 
ing paid those bills, the VA would not certify her as the fiduciary. 

So he can’t get a change of fiduciary and he is really frustrated. 
They are really frustrated and feel like they have been jerked 
around by both the VA and the fiduciary. 

Mr. Culberson. My experience as an attorney in Texas, if you 
have got a person who is unable to handle their affairs, the court 
appointed somebody. How does the VA handle this? 

Mr. Bishop. They make a determination 

Mr. Culberson. Who supervises? 

Mr. Bishop. Well, that is — and the question is whether or not 
this particular veteran is in need of that kind of supervision; 
whether or not — I understand that the VA is obligated to look out 
for the veteran and make sure that the funds are not extorted by 
some shyster. But at the same time, you have genuinely authen- 
tically needy people who need those resources, but can’t get access 
because of fiduciaries or outright fraud by fiduciaries. 

Mr. Bishop. Yes, sir, please. 

Mr. Griffin. As I said in my opening remarks, those veterans 
who are under supervisory control of a fiduciary are the most vul- 
nerable of all veterans — so we share your concern. Let me tell you 
what we have been doing about that. 

Our criminal investigative team has made a number of arrests — 
because if a Fiduciary is defrauding veterans, he needs to be put 
in jail. We also get some deterrent value from others realizing that 
you can’t just do this and get away with it. Every regional office 
in the country has a criminal investigator from the I.G.’s office who 
is their designated point of contact for fiduciary issues. In addition, 
our audit staff has done a couple of different reviews in the fidu- 
ciary area. One is examining why it takes so long for a decision to 
be made whether you should or shouldn’t require a fiduciary. 

And in the meantime, every month that $2,000, $3,000 check 
may be handled inappropriately. 

So we made recommendations on how they could tighten down 
the process. We did another audit looking at the internal controls 
that Veterans Benefits Administration has over the fiduciary pro- 
gram. What we found is that while they had a policy, it wasn’t al- 
ways being implemented. And there is supposed to be an account- 
ing done by these fiduciaries on a recurring basis and it wasn’t al- 
ways being done. There were supposed to be spot checks done by 
field examiners to make sure that there was compliance with exist- 
ing requirements. 

Mr. Bishop. I was told that the fiduciaries got together and com- 
plained to the VA that some of the veterans, particularly PTSD 
veterans, were harassing them, and calling repeatedly, and making 
it impossible for them to do their work. Therefore, they have been 
asking for audits every month. And, of course, they were, as a re- 
sult of that, relieved of having to do audits at all. So veterans were 
told we don’t have to give you an audit 

Mr. Griffin. I don’t think that has been our experience, but I 
would ask for Belinda Finn to comment 

Ms. Finn. We have not heard that report in any of our dealings 
with fiduciaries. 
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Mr. Bishop. So you said they are still required to give those re- 
curring reports? 

Ms. Finn. Yes. 

Mr. Griffin. Right. 

Mr. Bishop. To the veterans? 

Ms. Finn. VBA does the audit. I have to check to see what infor- 
mation goes back to the actual veteran. 

Mr. Bishop. Well, they want to know, well, how much money do 
I have 

Mr. Griffin. Last year, we had over 29,000 contacts to our Hot- 
line. If you have a veteran in your district who thinks his fiduciary 
is playing games with them, have your staff or the veteran himself 
call us or send us an e-mail, we will look into it. 

If it is something out of those 29,000, that we conclude we should 
investigate, we will, but some we have to farm out to administra- 
tion in VA. But we can call the regional office director and tell him 
or her, we have got this inquiry and we want you to look into this 
and send a report to us. 

Mr. Bishop. He did call the regional office and the regional of- 
fice — somebody in the regional office — told them that they really 
didn’t — that they would be much better off if they didn’t go through 
their Congressman because who knows how long it will take for 
their claim to get processed if they continue to do this. 

Mr. Culberson. That is right up your alley, isn’t it? That is ex- 
actly the kind of behavior you all are 

Mr. Griffin. We would be happy to look into this. 

Mr. Culberson. Yes, I believe Mr. Flake came in next. 

POST 9/ll G.I. BILL IMPROPER PAYMENTS 

Mr. Flake. I was just going to ask — identify, because — have been 
made in your testimony that you are going after or you have sent 
information to 90 percent of those who received improper pay- 
ments, trying to get it back. Why not 100 percent? Why the 90? 

Mr. Griffin. Well, I think you are referring to the GI Bill audit 
of emergency payments. 

We don’t do those collections if there is a veteran on the payroll 
who is getting disability every month or getting pension payments 
every month, just like the IRS, they can garnish those monthly 
payments to recover overpayments in some instances. Why the 90 
percent, I would have to defer to Belinda Finn, but the Veterans 
Benefits Administration performs that function. 

Mr. Flake. What is mostly the overall reason for these — there 
are many reasons, but what — overall, what is the 

Mr. Griffin. I believe that as the suspense date for activation of 
G.I. Bill payments approached, the Department was lacking an 
automated system to make the payments. I think the pressure got 
greater and greater for them to do something, so in the interest of 
being proactive and trying to get something done, they went to 
these emergency payments, which you could say is admirable. 

I would say that we would like to have seen internal control built 
in. As you know, they haven’t had tremendous success with some 
of their I.T. projects. They were hoping that there could be an auto- 
mated system to make all of this work — it was a new system. It 
was a different bill that was passed. It had different benefits and 
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different payments for different parts of the country, and different 
payments for private schools versus public schools and so on. 

So they couldn’t get ready in time, so they opted for these emer- 
gency procedures and that resulted in a lot of overpayments. 

Mr. Flake. What is a realistic guesstimate of the rate of recovery 
of these improper payments? 

Mr. Griffin. I believe their average is 59 percent. For education 
payments. 

Ms. Finn. VA has actually recovered about 74 percent of these — 
payments. 

Mr. Griffin. In this instance 

Mr. Flake. And that is compared to what? 

Ms. McCollum. I think it becomes apples to oranges on this — 
education — we have done a lot of case work on it. We actually — not 
able to start school, not getting going because — it is a mess. 

Mr. Griffin. I think in this instance, the recovery rate would be 
better as about a third of the people who got the funds were active- 
duty military. So VBA knows where to find them. They know who 
is paying their check every month. And so that might account in 
part for the better rate of recoveries. 

Mr. Flake. Thank you, Mr. Chairman. 

Mr. Culberson. Thank you. 

Let’s see, Mr. Moran. 

Mr. Moran. Thank you, Mr. Chairman. 

ARLINGTON CEMETERY 

And thank you, Mr. Griffin, for the job you are doing. It is excel- 
lent testimony and consistent with — I.G. for Veterans Affairs. 

I want to ask what may seem to be a local issue, but it is really 
more a national issue. The Veterans Administration does a terrific 
job managing the nation’s cemeteries, but there is one cemetery 
that they don’t manage. And that cemetery has run into unbeliev- 
able problems of late, namely Arlington Cemetery. 

They found mass graves with the bones of any number of sol- 
diers. They are now trying to use DNA to determine which bones 
belong to who. They have had mismarked graves. They have had 
unmarked graves. They have had graves that were marked without 
the body in them, et cetera. 

Now, I think that these situations are the exception, rather than 
the rule, but it has been an embarrassment. I wonder if there has 
been any thought given, because I know there have been a number 
of investigations of the conduct at Arlington Cemetery, any thought 
given to putting Arlington Cemetery under the VA since there is 
such an extensive wealth of experience in running other ceme- 
teries? 

Mr. Griffin. I can tell you that the I.G. organization hasn’t done 
an in-depth review of that particular activity. I do agree that NCA 
does an outstanding job, as was most recently indicated again in 
a national satisfaction survey. The National Cemetery Administra- 
tion finished first in the most recent survey published about 6 
weeks ago. 

Mr. Moran. The National Cemetery Administration being under 
the VA. 
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Mr. Griffin. Right, that is the National Cemetery Administra- 
tion. When the situation first presented itself the VA made avail- 
able — one of their senior officials who was detailed to Arlington 
Cemetery to help them try and get things straightened out. 

That individual has since been hired to be in charge of the ceme- 
tery operations. I know that, at least based on press reporting, be- 
cause, again, we haven’t done any work on this, one issue involved 
maintaining records on three-by-five cards. Well, the National 
Cemetery Administration has had computerized recordkeeping for 
their cemeteries around the country for a long time. Hopefully, 
with the hiring of a senior official from VA, it will help attack the 
issues. 

Now, I know that there are many different activities that are 
happening at Fort Myers other than the cemetery operations. 
There are a number of other functions that are not connected to 
the cemetery. They are Army functions. 

REUSABLE MEDICAL EQUIPMENT 

Mr. Moran. Thank you. The next question — sterilization in the 
VA There have been an number of lawsuits, some claiming that in- 
dividuals contracted HIV or AIDS because of unclean — I would like 
to get a sense of how legitimate this concern is. Are these law- 
suits — substantiated — serious problem, in terms of the potential li- 
ability that we have with regard to sterilization 

Mr. Griffin. What I would like to do is ask Dr. Daigh to respond 
to that. It has been our experience from the facilities where we 
have done work that it is very, very difficult even if you have HIV 
to be able to prove the cause is from this one incident of care. 

But David could speak to that much better than I. 

Dr. Daigh. We have had experience with a number of what you 
would call improper cleaning and use of reusable medical equip- 
ment. We contacted CDC in these cases. And with respect to the 
blood-borne viruses, Hepatitis B, Hepatitis C, HIV, it is very dif- 
ficult to transmit disease between people if you do not have contact 
that goes directly to your blood system. If you get a shot with a 
needle or some serum directly into your bloodstream, that a prob- 
lem that constitutes direct risk of patient to patient infection. 

We talked about the dental equipment issues in St. Louis — we 
believe that the chance that the patient gave another patient any 
of those three viruses is very unlikely. 

In the dental case, it is common for Hep B infection between pa- 
tients. So Hepatitis B transmission between the patient and the 
dentist or between the dentist and the patient is a real prob- 
lem — 

Mr. Bishop [continuing]. The infected patient and is not steri- 
lized before it is used on another patient who bleeds in the process, 
I mean, that would be improper sanitation, wouldn’t it? 

Dr. Daigh. It would not be the kind of blood to blood trans- 
mission I am talking about. It is gross. It is horrible. But I think 
it is unlikely that that transmission would result in patient to pa- 
tient transmission of Hepatitis C or HIV from even that close con- 
tact. 

Your body, your mouth has enzymes in it that degrade proteins. 
And these viruses are very unstable if they are not living in your 



34 


body where they are protected. So I think that the literature does 
not support that these are common events at all. And, in fact, there 
is almost no support for this sort of transmission. 

When you get to a specific case there could always be the first 
case, but when you review the literature and process the likelihood 
is small for patient to patient transmission. 

I think VA should review the process end risk management 
routiens they use to notify patients of their possible exposure to in- 
fection. 

Ms. McCollum. Would the gentleman yield? 

Mr. Moran. Please. 


BEST PRACTICES 

Ms. McCollum. This is fine to talk about possible HIV infection, 
but on page six of what we were given, standard operating proce- 
dures should be current and consistent with the manufacturer’s in- 
structions. Well, I am going to be blunt here — you know, I think 
it is important to talk about people possibly being hurt, but the 
bottom line is, Doctor, you know, with all this going on with — you 
know, all that stuff, I mean, CDC, there are guidelines out there, 
these procedures should be followed. And it doesn’t make any dif- 
ference to me whether we are talking about HIV or hepatitis, these 
procedures should be followed. It is a standard of care. 

So would — and I didn’t really see anything in the report that 
gave me confidence, that gave me confidence that at the very min- 
imum the CDC and what the Mayo Clinic and what other hospitals 
around here do in the standard of care is happening at our vet- 
erans’ hospitals. 

Some of them are following; some of them aren’t. And as you 
know, federal hospitals can exempt themselves from a lot of things. 
So have we exempted ourselves by being a federal entity from real- 
ly complying with everything that should be complied with that 
would have to be followed in a state of Minnesota hospital? 

Dr. Daigh. So I don’t work for VHA. I don’t control these facili- 
ties. I am the one who is writing the reports and saying they are 
not complying. 

Ms. McCollum. Are you concerned? 

Dr. Daigh. I am horrified at what 

Mr. Culberson. Are they exempt? That is a great question. 

Dr. Daigh. They are not exempt. They are — let me answer it this 
way. They follow all of the national standards 

Ms. McCollum. The national ones. 

Mr. Culberson. So they are not subject to the same standards — 
as a private doctor would be? 

Dr. Daigh. That is correct. 

Mr. Culberson. There you go. 

Dr. Daigh. As a matter of fact, I agree with you 100 percent that 
they should be performing as expected across the board, no doubt 
about that. The question, however, was, what is the real scientific 
risks in the cases we have received in St. Louis, but we have looked 
at the endoscopes issues in a variety of hospitals. 

Ms. McCollum. I asked a separate question. 

Dr. Daigh. Okay, I am sorry. 
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Ms. McCollum. My question was separate. I agree with you on 
scientific risk. 

Dr. Daigh. Okay. 

Ms. McCollum. Put that aside. The horrifying part of it — the 
horrifying part of it is the substandard following of best practices, 
general procedures, hospital cleanliness, that the CDC has been 
out there — we have had hearings in health care appropriations on 
this to reduce incidences of infection and re-admittance, and it 
saves costs. 

So that — I mean, there are two parts to this, Mr. Chair. And I 
didn’t want us to just take the answer on the one part of it about 
what is the risk for infection and overlook the underlying cause, 
which is on page six. And, Mr. Chair, I would — I am going to — I 
would love to figure out who I talk to, to find out why we aren’t 
following best practices in every single one of our VA hospitals. Be- 
cause one hospital screws up like this, and it taints the rest. 

Mr. Culberson. Sure. And now, the gentleman from Virginia 
controls the time, as long as we are yielding to each other, it is 
fine. But I think it is important that we have a good conversation 
like this. It is helpful. 

And Betty’s mention of that, she raises a great point about the 
exemption. A private doctor in a private practice would be 
exconated. How can these guys get away with this stuff? Who is 
holding them accountable? 

Dr. Daigh. Well, I think, again, the issue — the standards I think 
are fairly clear — American Dental Association and CDC standards 
for dental practice. So if the individuals who work in that place — 
and the other professionals who work there are not following the 
standards, then you would be able to go to the credentialing and 
privilege committee and to the infection control committee, to the 
leadership of the hospital, and say we have a problem. When you 
tell them there is a problem, the hospital needs to take aggressive 
action. 

So I am 100 percent with you. And, in fact, we are in several 
days going to publish our review of the last 50 hospitals to be re- 
viewed what we found on the medical equipment. And we found 
compliance in essence about 85 percent of the time. Well, that 11 
percent error rate is really horrible. 

So I think the person to ask is the undersecretary for health why 
there is a problem there. 

I think the second issue that you should be aware of is that some 
of this equipment is extremely difficult to clean. So I think that 
working with the procurers of some of this equipment, working 
with FDA and the industry to buy the equipment based on the life 
cycle costs, would reflect what it costs to buy it and what it costs 
to clean might encourage individuals to design equipment that is 
possible to more easily clean. Indeed, some of this equipment, it is 
easy to scrub it, to clean it. Some of the equipment is difficult to 
clean. 

And, again, you have industrial process. You have the lowest 
paid worker in the hospital standing around with music in his ears 
trying to clean all this dirty reusable equipment off. It needs to be 
done in an industrial way to quality control standards. 
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Mr. Culberson. The gentleman from Virginia. This is a great 
line of questioning, Mr. Moran. 

Mr. Griffin. Could I add, the Undersecretary for Veterans 
Health Administration asked us as part of our cyclical review proc- 
ess at medical centers to incorporate reusable medical equipment. 
Because, frankly, if you looked at the history leading up to the en- 
doscopy problem VWA had sent out numerous patient alerts to 
their medical centers, but they weren’t followed. 

So after our health care group looked at Murfreesboro and Miami 
and the third one, which I am unable to come up with right now, 
we did an inspection of all the medical centers and looked at their 
cleaning processes in all those facilities, whether they had the pro- 
cedures posted in the cleaning area, whether the employees files 
had documented their preventive training. And even after all the 
negative publicity, the majority of them still didn’t do it. 

So it comes down to accountability. 

Mr. Culberson. Exemptions. 

Mr. Griffin. No, it is not. It is accountability. They have good 
policy; they just weren’t doing it. 

PATIENT SATISFACTION 

Mr. Bishop. Do you have any procedures in place to do surveys 
of the actual customers, the veterans, the patients? Is that a part 
of your audit process? 

Dr. Daigh. Let me respond. In the back of CAP reports is a cus- 
tomer survey of veterans of their view of the inpatient and the out- 
patient care. So there is a standard survey done, and it is actually 
very, instructive. St. Louis for the last couple of years has been at 
the very bottom of the customer survey form. And so it is not sur- 
prising that people there are unhappy and the facility is not doing 
well. There is also an employee survey that is done on a regular 
basis. And I also publicized that. 

Mr. Bishop. This is part of your audit? 

Dr. Daigh. It is a part of what I publicize because the people 
look at the report in the hospital. I think it is instructive as to 
whether the people who are using it are satisfied and whether the 
employees are satisfied. It is a very big indicator of 

Ms. Regan. We are actually prevented by the Paperwork Reduc- 
tion Act from doing surveys of nonemployees. So we have had a 
couple reviews where we could not do a survey of more than 25 
people because we would have to go through OMB to comply with 
the Paperwork Reduction Act, which takes forever. So with the 
time constraints, we never get around to doing the surveys. 

Mr. Bishop. Does the Paperwork Reduction Act 

Ms. Regan. It is for any kind of survey — no matter how you do 
it. Even if you don’t have them fill out a form, if you call them up 
and ask them questions, you can’t do that. Any kind of a question- 
naire over a certain number of people. 

Mr. Culberson. I want to make sure we don’t lose Mr. Yoder for 
questioning. 

COST TO TAXPAYERS OF MISMANAGEMENT AND FRAUD 

Mr. Yoder. I have been listening with interest. From what I 
have heard it sounds like we have some serious mismanagement 



37 


in terms of the quality of service in the area we have been dis- 
cussing. I would like to highlight what is disturbing to me in your 
report. In the section discussing VA claims processing your report 
presents some shocking statistics. In 2010 only 23 percent of claims 
were being processed correctly, 29 percent were not properly con- 
trolled or associated, 50 percent experienced unnecessary delays in 
making final decisions, 37 percent were not timely input for work- 
load management. 

Next the report addresses how much that has cost the taxpayers, 
$600 million in improper payments over 5 years. Next the report 
points out that the VA has not established controls to detect fraud 
because it has not identified fraud as a significant risk, even 
though your report estimated that VA programs paid $114 million 
to $380 million to fraudulent claims. In another section, the report 
estimates that 35 percent of outpatient medical claims were over 
payed resulting in an estimated $1.1 billion in overpayments. This 
sounds like an agency in crisis. 

How can I go home and justify this to voters in my district? 
Would you explain what is going on and what I can tell my con- 
stituents we are doing to fix these problems? 

Mr. Griffin. Well, when we issue those reports, provide them to 
the — person in the department that is responsible for that pro- 
gram, we make recommendations in the report as to what they 
need to do to fix it and once we get that concurrence, get them to 
acknowledge that there is a problem that is going to stop and agree 
that, yes, something has to give here, we then will place the report 
in our follow-up tracking system. If we have 10 recommendations, 
we will coordinate, be in touch with the correct VA official to see 
how they are progressing. In response to our fee basis audits, they 
are going to try to establish a centralized billing procedure so you 
won’t have 153 hospitals out there billing. It is a business process 
that they need to fix. 

So if they make those fixes, we believe it will lead to the mone- 
tary benefits we identified. 

Mr. Yoder. So when we are discussing the VA funding requests, 
in many cases the revenue can be found internally if the proper 
constraints are put in place by the very folks that are asking us 
for additional resources? 

Mr. Griffin. We identified in our work during fiscal year 2010, 
$1.9 billion in monetary benefits from the total of our reports. 

Mr. Yoder. That could have been saved? 

Mr. Griffin. That is right. So I think the question becomes, if 
they agree with our report, and it is rare that they don’t, because 
they are not going to agree unless we have made the case the mon- 
etary benefits will follow. The other point is we have $1.7 billion 
on the table from these two fee basis audits. Let me see your 
timeline for fixing this. What are the steps that are going to have 
to happen over the next 6 months, 12 months, 18 months, to fix 
this problem? And, oh, by the way, I would like to be kept ap- 
praised as you hit each milestone so we know where we stand in 
correcting it. 

We do this to see that they are tracking our recommendations, 
but certainly it would add great assistance to the process if the 
subcommittee were to ask some of the same questions. 
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Mr. Yoder. Well, thank you for that. 

And, Mr. Chairman, I have just been looking at this, and I think 
these statistics are the kind of things that would make our con- 
stituents pull their hair out. I appreciate the inspector for coming 
today and sharing this with us. 

Mr. Culberson. Thank you, Mr. Yoder. 

Mr. Yoder. Thank you, Mr. Chairman. 

Mr. Culberson. Mr. Farr. 

Mr. Farr. Thank you very much, Mr. Chairman. I appreciate 
having this hearing. 

Thank you, again, for being here. You are the first general to ap- 
pear before the committee that hasn’t been in uniform. [Laughter], 

So 

Mr. Griffin. I am sorry. 

Mr. Farr. I appreciate it. I think the real crisis in this country 
is not in the way Congress is attacking the budget with a meat ax 
approach. The crisis is what is left on the streets. There are 
174,000 veterans that are sleeping homeless every night. This com- 
mittee is about fixing that problem. We really appreciate your in- 
terest in trying to see how we might fix it, and have what now 
would be a whole discussion. 

And I think, Mr. Chairman, what we ought to do is look at the 
priorities and what the responsibilities are and review those as to 
perhaps reprioritizing them to needs now, rather than those man- 
dates that you have that are old mandates that might not be as 
valuable as they were when they were set. So, again, I think we 
need that money to follow through. That is my comment. 

But I do think we have to realize that this is a $59 billion budg- 
et, and your savings report is $1.9 billion. But we are not fixing 
that homeless problem with that savings or that expenditure. So 
there is somewhere in here that we have to do a better job and use 
these dollars more effectively, and I think you can be helpful in 
doing that. 

The couple of questions I have and I am just going to read them, 
because it has come out of a — you know, the GAO’s report, but I 
imagine you or Dr. Daigh could respond. 

GAO REPORT ON DRUG PROCUREMENT SAVINGS 

Are you familiar with the recently released GAO report on oppor- 
tunities to reduce potential duplication in the federal government 
programs? 

The GAO has identified areas of overlap and duplication among 
federal programs that if fixed could improve efficiency and ensure 
the taxpayer is getting a better bang for their buck. 

But one area is prescription drugs, you talked a little bit about 
some of the issues there, but the report says the VA estimates that 
about $666 million in cost avoidance in fiscal year 2005, but by 
joint contracting with the DOD on name-brand prescription drugs. 
The report says that, not the VA says that. Unfortunately, there 
has been a decline in the joint contracting on name-brand drugs, 
but VA has indicated that it is achieving a savings on joint generic 
drug contracts. 

Could you tell this committee how the VA is achieving cost sav- 
ings without joint contracting with DOD on name-brand drugs? 
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And the second part of that, could the VA achieve even greater sav- 
ings by joint contracting with DOD? 

By the way, you know, the big issue on prescription drugs is to 
allow people to go out and to contract for them. It has been some- 
thing that actually the Republicans have opposed. This is the one 
agency that is allowed to go out and bid for contracts, and the sav- 
ings have been remarkable. And the proposal here is to do it jointly 
between DOD and VA. 

I think in our health care bill that we — I forget, PhRMA was 
very much opposed to it — I think we did open up bidding for other 
federal agencies. It is very cost-effective. Well, what do you think 
about the jointness between VA and DOD? 

Mr. Griffin. Maureen Regan has been reviewing those contracts 
for about 15 years. 

Mr. Farr. She is fantastic. 

Mr. Griffin. She is fantastic. And I am going to have her give 
you 

Mr. Farr. I have been hearing her for 15 years on this 

[Laughter.] 

Ms. Regan. It is not that long. First of all, I read what GAO had 
in its report. I am not sure I agree with it, so I will just start there. 

First of all, with brand-name drugs, Congress passed a law back 
in 1993 that brand-name drugs be on the VA’s federal supply 
schedule contract at a statutory price. And I can tell you from our 
work — it is a pretty good price. It is better than what companies 
get. 

Mr. Farr. But you competitively bid for those, no? 

Ms. Regan. No, it is not competitive. They are required in order 
to get any federal money whatsoever — Medicaid money, any federal 
programs — that they have to be on the VA federal supply schedule 
contract, and there is a statutory formula to come up with the 
price. It is based on the non-federal average manufacturer’s price. 

But joint contracts, if we went competitive, we would start lim- 
iting the number of drugs in certain categories available to vet- 
erans which a lot of your physicians don’t want to do, because they 
want to try different drugs, to see what works. I can’t tell you that 
if they did joint competitive contracts off the federal supply sched- 
ule that we would see any big cost savings. Another problem would 
be determining, what drugs are going to be standardized? You have 
too many health care providers and too many types of patients out 
there to do that for one brand over another. 

Mr. Farr. So bigger joint — so bigger bidding isn’t necessarily 
going to bring down the federal price? 

Ms. Regan. It is not even an issue of bidding. It is from the 
standpoint that they are on contract at a price. All they have to 
do is buy off of the contract; and it is a pretty good price. Also there 
is a price reduction clause in the contract to keep prices reasonable. 

Mr. Farr. But you are buying a lot. 

Ms. Regan. Well, we use that to negotiate. But I can tell you 
from our pre-awards that the statutory price is better than most 
commercial customers get buying as much or more of the same 
drugs. So we are already getting a really good price with the statu- 
tory price because they are on contract already. VA & DOD are not 
out there buying branded drugs in open market. They can’t do that. 



40 


That would be illegal. We go after the companies that don’t have 
their branded drugs on contract. We have a couple cases going on 
now. 

Mr. Culberson. If I may 

Mr. Farr. Sure. 

Mr. Culberson. I want to make sure that what that means is 
essentially we are — the U.S. government, the VA is able to get 
name-brand drugs essentially under the competitive rate, a lower 
price than the generic, perhaps, because of the formula? 

Ms. Regan. Well, no, there is a difference between generic and 
brand. Brand-name drugs are on contract. They must be on con- 
tract to get any federal funds. Generic is a whole different 
ballgame. 

Mr. Bishop. Generics are competitive? 

Ms. Regan. With generics there is the same issue, if you have 
the federal supply schedule. The generic — the generic 

Mr. Farr. Why is it the VA can get drugs, or their ability to get 
drugs and give them to their patients cheaper than anyone else? 

Ms. Regan. Because that is the way the statute is written. 

Mr. Griffin. Statutory 

Ms. Regan. Statutory formula. 

Mr. Griffin. Requires them to sell it 

Ms. Regan. And they have to re-establish the price every year 
during the contract. 

Mr. Farr. And the VA is the only one in that statute that is al- 
lowed — 

Ms. Regan. No, the Big Four get the statutory price. It is VA, 
DOD, the Coast Guard, and Public Health Service. They cannot sell 
above the federal ceiling price to any of the Big Four and they can 
also opt to sell at that price to other agencies, which is less than 
1 percent of sales. 

Mr. Farr. And so what drives them — what is the attractiveness 
to bidding on it, if you or do they want to sell, so it is volume, 
right? 

Ms. Regan. There is no advantage for the government to do it 
competitively right now, that I see, on a brand-name drug. For the 
vast majority of them, because the statutory price that you have on 
contract non-competitively is a really good price. We find rare occa- 
sions where we are not getting a better price than commercial cus- 
tomers are paying for these drugs. And we know this because we 
get voluntary disclosures from these companies and they calculate 
their prices every year. Generics is a whole different ballgame. 

Mr. Farr. So are you going to be responding to the GAO report 
on that? 

Ms. Regan. They didn’t ask us to respond to the report. 

Mr. Farr. Well, this committee — the GAO report is for all of gov- 
ernment. 

Ms. Regan. Right, but I think they already published it, and we 
weren’t asked to comment on the draft. 

Mr. Farr. Right, but we have to implement those recommenda- 
tions. That is what Congress does. 

Ms. Regan. And I don’t know what the Department’s response 
was. I would have to go back and look at it. 
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Mr. Griffin. If there is a specific question — that you would like 
for us to answer from our perspective in that regard, we would be 
happy to respond for the record. 

Mr. Farr. Well, in our appropriations process, we need to make 
sure that we know the facts 

Mr. Culberson. I think what Mr. Farr — if I may — all of us are 
concerned that veterans are getting access to as a wide choice of 
drugs as we do in the private sector and that we as the taxpayers 
are getting the best possible price, right? 

GENERAL DRUG PURCHASING 

Ms. Regan. There is a big difference with generics in that there 
is no law that requires generics to be on Federal supply schedule 
contracts, and a lot of vendors are taking them off contract. That 
is causing VA large problems in getting generic drugs for patients. 

One of the problems is that a lot of generics are made in nondes- 
ignated countries. And we can’t buy drugs that are made in India 
or China because they can’t sell them to us under a contract. I 
know the department is looking for some arrangements to address 
that problem. They have also started to try to work with DOD to 
get some competitive contracts for generics that are not on con- 
tract. And they have had some success in doing that. So they are 
looking to do that as opposed to buying generics open market. 

Mr. Farr. I guess our concern is we are up here at the 2,000- 
foot level is that whatever you are doing will generate the best 
value for our constituency, in this case, the veterans and active- 
duty military and their families, the TRICARE and so on, which 
are the responsibility of this committee. 

Ms. Regan. One of the difference here would be retail phar- 
macies, which is a different issue for DOD. VA does not reimburse 
retail pharmacies. All of ours are in-house. 

Mr. Farr. But what is amazing, when we closed Fort Ord and 
opened up a VA clinic there, the VA clinic is just filling up with 
people who have been — on private insurance. But because of the 
drug — they are elderly and they need a lot of prescription drugs. 
Because of the value or the cost, the substantial savings, they will 
now go and get the VA care. 

Mr. Culberson. That is what I am hearing in Houston, too. 

Mr. Farr. Yes. One of the major plusses of going and receiving 
VA care. 

Ms. Regan. Right, VA pays for it. There is a co-pay up to $8 for 
prescriptions. There is a cap on the co-pay. I think it is up to $1600 
now, depending on which category you are. So you almost get the 
drugs for free, compared to what you would pay in the private sec- 
tor. 


electronic medical records 

Mr. Farr. Well — and the second question here, it deals with 
medical I.T. and electronic health records. Before this committee 
last year, the last 2 years, VA kind of invented medical records and 
has been through several iterations of those medical records. So we 
have a feeling in this committee that the rest of the federal govern- 
ment ought to be looking to VA before they put a lot of stimulus 
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money out there to go invent new medical records and the lessons 
learned. 

And so the question here is the GAO’s report, as well as your tes- 
timony, suggests that the VA I.T. is weak on strategic planning, 
enterprise architecture and investment management. 

Additionally, in the same report, GAO found that 97 percent of 
the functional requirements for inpatient electronic health record 
systems are common to both VA and DOD, but VA has begun a 
separate modernization called VistA — VistA? VA has already spent 
$600 million on VistA, and in 2008, the VA estimated it would cost 
$11 billion to fully modernize VistA by 2018. 

By reducing duplication of electronic health systems, not only 
would we be saving money, we would be delivering better services 
to our men and women in uniform. 

The question here, does the I.G. agree with the GAO’s assertion 
that if the VA and the DOD establish a joint process for selecting 
I.T. investments that would address both agencies’ health I.T. 
needs, the government would — you realize savings? 

Another part of that question is, how else can VA better manage 
I.T. resources? 

And, thirdly, as we move into an increasingly digital world, does 
the VA I.T. have the resources it needs to take advantage of the 
technological advances in medicine, communication with patients, 
and the secure management of electronic medical records? 

Mr. Griffin. Dr. Daigh’s people spend a lot of time looking at the 
medical records and trying to determine whether a veteran got 
quality care or didn’t get quality care. 

He also has the unique experience of having been an Army doc- 
tor, so he knows a little bit about the DOD side. Certainly it seems 
like there ought to be one common set. 

VA had the best electronic medical record on the street for a long 
time. I believe there has been some slippage in recent years, so 
they may need to upgrade the system. 

Mr. Farr. Yes, and this goes to whether — if it is 90 percent simi- 
lar, why not make it all the same? 

Dr. Daigh. Sir, my personal experience with the VA medical 
records is that it is excellent. The requirements are different. The 
Navy wants the system to work on a ship. 

Mr. Farr. That is the only difference? 

Dr. Daigh. No, sir, there are others. I am just trying to say — in 
the last couple of years, there were dramatic changes in medical 
records. 

Mr. Farr. Well, what is your opinion from seeing both systems? 
I mean 

Dr. Daigh. I would say the VA system is a wonderful system 
that allows the operation of a hospital to work easily, to save 
money, and is one of the reasons VA provides such high-quality 
care. The military medical record — is not as quick, is not as func- 
tional. 

Mr. Farr. Since you were in the VA — longer than anybody 
else 

Dr. Daigh. Sir, I don’t know the answer to that. 

Mr. Farr [continuing]. Going off now — again, the GAO found 
that — doesn’t the GAO agree — wants more jointness? 
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Ms. Finn. Mr. Farr. 

Mr. Farr. Yes? 

Ms. Finn. The chief information officer at VA has been quoted 
as saying VA and DOD will decide, I think by the end of the 
month, which system they plan to go forward with. They have been 
working on the issue of combining the electronic medical records. 

Mr. Farr. You know, Mr. Chairman, I have been here long in 
this committee, and one of the big issues is the world of difference 
between DOD and VA, and yet they are the same person. You can’t 
get to the VA without going through the DOD. And then once you 
leave DOD — all your records are supposed to be yours — they are 
yours. So they are supposed to make this seamless. You know, if 
you are in DOD, you are in VA at the same time 

Mr. Culberson. Common sense. 

Mr. Farr. So these records ought to be — these two agencies — is 
it possible with I.T. 

Mr. Griffin. I think it would be good 

Mr. Farr. Well, this committee can do it. This is the only com- 
mittee in Congress in either the House or the Senate where both 
agencies, DOD and VA, have to come together. There is no other 
committee. We can force that. 

Mr. Griffin. In addition to the functionality, as Dr. Daigh de- 
scribed, there is also a train of contractors behind each system. 

Mr. Culberson. Inertia. 

Mr. Griffin. Yes. 

ALTERNATIVE BENEFIT DETERMINATION APPROACH 

Mr. Farr. Well, lastly, a question and a statement — We have 
talked about savings, $1.9 billion in savings. I look at government 
as the services they provide being about investments, investments 
in our future by investing in education, investing in health care, in- 
vesting in it. Some people think of those only as costs. 

So we are always going to have to be sensitive so that we are 
getting a good bang for the buck, but I am hopeful in getting your 
recommendations to this committee. If there are savings to be 
achieved at the $1.9 billion level — some of them you point out are 
unrecoverable — but why not also talk about where we need to in- 
vest to make programs work well? 

In some cases, we need more resources for personnel to prevent 
overpayments or we may need a different system. I mean, I am cu- 
rious, and it is worth a study, if you got injured. 

If you have a physical injury or you are developing mental inju- 
ries with PTSD, you have to go out there and prove to the world, 
when you are most vulnerable with the least capital, you can’t find 
a job, you are going through re-entry crisis, you have these prob- 
lems, and you have to prove to the world that you are sick and you 
are disabled and you need some treatment, because we put up a 
huge review where you have to fill it all out. 

Whereas, you know, I use the IRS, where it is a trust system. 
Millions of people file their income tax, and we trust that what 
they file is correct. There are ways of auditing, you know, the way 
they use the machinery in the IRS to figure out if someone is 
scamming the system, and they can look at anomalies and things 
like that. 
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We might be better off — maybe a little bit higher risk, but maybe 
higher gain, too. And there is a cost-benefit to this. So I am hoping 
that maybe you might point out to us where we need to invest 
money, as well as cut money 

Mr. Griffin. Well, we identified $1.9 billion in — money to be put 
to better use — better care for veterans. We identified this business 
process concerning fee basis payments, that needs to be fixed. This 
will save that $1.7 billion, you can either apply it toward other 
needs — or someone declares victory and says, “All the needs are ad- 
dressed.” 

Mr. Farr. But you are — the assumption you are making is that 
that $1.9 billion stays in the VA account. That $1.9 billion goes 
back to the general fund and pays off debt. 

Mr. Griffin. Possibly. 

Mr. Farr. You are not going to get it back. 

Mr. Griffin. No, we are not going to get it. But it is in the VA’s 
budget this year and you decide what that budget number should 
be. We are saying, of that number, from fiscal year 2009 and 2010, 
this amount of money reflects improper payments. 

Mr. Farr. Billion dollars cut out in the next 6, 7 months. 

Mr. Culberson. Savings and money — the savings stay within 
the agency, don’t they? 

Mr. Griffin. That is up to you to decide 

Mr. Culberson [continuing]. Current law, without any changes. 

Mr. Griffin. There is $132 billion in VA proposed fiscal year 
2012 budget, including discretionary and the mandatory payments. 
And we have identified in FY 2010 almost two billion that has been 
wasted. You could use that money to hire more claims processors 
or more doctors. 

Mr. Farr. The recommendations is, here is where money has 
been wasted, not where money could be better spent. You see what 
I mean? I think it is only — it is only half the recommendation. 

Mr. Griffin. I think in HHS, the fraud that has been per- 
petrated against Medicare and Medicaid programs, comes as a re- 
sult of the IRS methodology which you have described. 

Mr. Farr. No, that is a very 

Mr. Griffin. The VBA claims process can be complex. Some of 
the ratings are easy. “I lost my leg in Iraq to an IED.” You can look 
at the veteran and you can see the injury. You were over there dur- 
ing — whichever phase of the activity there. You have lost a leg, you 
lost an arm, you lost, a couple of fingers. Those are grounders. I 
mean, they can move those claims through quickly. 

You come in and say, “I am depressed,” well, okay. How do you 
measure that? The rating specialists at the Veterans Benefits Ad- 
ministration must call the doctor to determine the severity. 

Mr. Farr. That system works efficiently, so you have a wait a 
year 

Mr. Griffin. It is not as objective. It is not as visible as missing 
limbs or other missing body parts, where you say, okay, this war- 
rants a 70 percent rating. This is what you get if you are missing 
your foot or 100 percent because you are missing your leg. 

Mr. Farr. My point is — it is hard to tell. I understand. The point 
was just getting access — because — such a line, such a backup, that 
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we couldn’t process these things — so everyone of them — vulner- 
able — just put out to pasture — some decision has been made. 

And our congressional offices all have somebody who is on our 
staff in district offices who does VA claims all the time. 

Mr. Griffin. Understood — compensation exams have not always 
been a priority in VHA, but you need to have that medical opinion 
to be able to make a ratings decision. 

Mr. Farr. So your recommendation — make those concerns 

Mr. Griffin. Well, I think 

Mr. Farr [continuing]. Not necessarily more people — internal 
management 

Mr. Griffin. Probably both. It has been our experience that for 
a lot of health care providers, compensation exams are not a pri- 
ority. They would rather be doing surgery or doing other things 
than doing multiple compensation exams — but they must be done. 

Mr. Farr. How much of that relates to — what we ought to have, 
Mr. Chairman — it has been sort of the mantra of this committee, 
we are going to leave no veteran behind, particularly speaking to 
the veterans in the street — all these years, we have been saying 
that, and the secretary will come in here and tell you it is their 
highest priority. We are just not taking care of them. It is a huge, 
complicated problem. 

Take a look at the causality. I think it would be well worth get- 
ting into, because we want to fix this problem. I think there is a 
lot of fault with local governments and state governments. And 
California is a wealthy state. We have in every single county a VA 
administrator, paid for by county money, not by Federal money — 
we have now a network of care — veterans coming out of Iraq and 
Afghanistan — young kids — people that are coming home, they call 
them before they are out of uniform and they say, “Welcome back 
to California — or so. We want to talk to you about all the job, 
schooling, health care programs that we can provide for you.” 

And they are listening, because what you will hear in the testi- 
mony here — over the years is that, when you are getting ready to 
go home, somebody says, you want to learn about all the benefits 
you can have — having any emotional problems, you step on this 
line? You know, we will take care of you or fast track home, get 
on the next bus out of town — there is nobody waiting for the slow 
bus. It is not until they are back in the community 

Mr. Culberson. Yes. 

Mr. Farr. And they say — but I don’t remember exactly what my 
benefits are. So there is — that is 

Mr. Culberson. I think I heard you say you are looking 

Mr. Farr. Well — asking for more money 

Mr. Griffin. We want to hire a team of mental health care ex- 
perts to do an analysis — to identify any commonality in homeless 
veterans that are in shelters around the country. Which ones were 
part of our database of veterans that served between 2005 and 
2006. Identify those who served in Afghanistan and Iraq. 

Perhaps they saw their colleagues get blown up by IEDs. Follow 
them and see if there is a common element that would say, this 
particular unit had this experience are more prone to — homeless — 
or at least identify early on that they are more at risk than some- 
body else. 
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Mr. Farr [continuing]. Still Vietnam veterans, so if there are 
Iraq and Afghanistan homeless people — my district — just unbeliev- 
able — community can’t believe it — wonder where the Department of 
Veterans Affairs is or 

Mr. Culberson. I think that is a really important question. We 
appreciate that you are having a look at it. Sam, did you get a 
chance to explore all that you wanted to? 

FUNDING FOR HOMELESS INITIATIVE 

Mr. Farr. Yes, I think — I don’t know whether you got any sort 
of feeling — in order to do this, you need more money than — the 
President’s request? 

Mr. Griffin. That is right. We are starting to do preliminary 
work. We asked for $2.6 million so we could have a full-time — team 
of 12 people that would work on this homeless initiative. If you 
look at previous budgets for homelessness and the increase in the 
current budget we believe the 2.6 million to cover our initiative 
would be wise. 

Mr. Farr. And you can’t find there, internally 

Mr. Griffin. We always try to prioritize our work. 

Mr. Farr. But you indicated to the committee some statutory re- 
quirement that you would have to fulfill regardless of 

Mr. Griffin. That is right. 

Mr. Farr [continuing]. What the priority 

Mr. Griffin. That is right. 

Mr. Farr. Is there a way of finding out if you could just have 
a 

IG PRIORITIES 

Mr. Griffin. Those aren’t unique to the VA Inspector General. 
Those are across the inspector general community — the financial 
statement audit, the information security audit has to be done 
every year. The Office of National Drug Control policy, requires to 
do an audit every year concerning VA’s accountability for drug 
funds. I think it is very important that the proactive things we are 
doing, going to 50 hospitals a year, going to 85 outpatient clinics 
a year, are also very important. 

Outpatient clinics today provide 50 percent of the primary care 
the veterans receive, 50 percent. Before we were given additional 
funding we didn’t have enough resources to go look at outpatient 
clinics. Now we are doing it. We are doing 85 a year. So, yes, there 
is mandated work. Based on our collective awareness of what is 
going on in the department. There are reviews that we think are 
important for us to conduct. 

We got 29,000 contacts to our hotline. We could only do 900 of 
them ourselves. We have to decide about those other 28,000. Some 
of them shouldn’t have come to us. Somebody might call to com- 
plain that VBA is taking too long to process their claim. Well, we 
don’t have the authority to do claims processing, so we forward the 
call to VRA. 

Mr. Farr. Was there any way to come back to this committee 
and recommend — because I don’t see — I am not the chairman and 
not the party in control, but I don’t see them adding more money 
to these budgets. They are looking at just the opposite. 



47 


So in a cut world, if this is really a high priority — high priority 
for the committee — to see that this study gets made? 

HOMELESS INITIATIVE 

Mr. Griffin. Well, we are going to attempt to do the study. And 
we have one of our psychiatrists who has had meetings already 
with some of the homeless leadership in some of these community 
centers. And he has talked with some of the people in veterans 
health care who are trying to work on the problem. 

But he is also the individual responsible for a report on how well 
the Veterans Health Administration is implementing their mental 
health rollout. Based on the amount of money that the department 
has in their budget for homelessness, I think it would be a good 
investment to spend $2.6 million to track that money and see 
whether or not we are getting what we paid for and to see if we 
can identify what the root cause of the problem. 

Mr. Culberson. If I may also follow up on that, Sam, I know the 
overwhelming percentage of the homeless individuals that Harris 
County officials deal with in the Houston area have mental illness. 
A lot of it is mental illness, and they are not getting medication 
or various kinds of related services that because of their experience 
in the service and a disability for which they clearly would be enti- 
tled to receive a benefit. 

And I want to follow up on a couple things Sam talked about, 
because he raised a lot of good issues. What do you recommend 
about how we get the medical records to line up between DOD and 
VA? 


ELECTRONIC medical records 

It is crazy that we have completely different standards for med- 
ical records and the records do belong to you as an individual. 
Whether you are in the U.S. military or not, those are your records. 
And have you all made recommendations on what needs to be done 
in order to bring greater standardization to the medical records be- 
tween DOD and VA? 

Mr. Griffin. I am not aware that we have done a specific report 
on electronic medical records. It is a big issue within the Depart- 
ment, to the extent that the deputy secretary in VA and DOD meet 
on a recurring basis in order to work on it. 

COMBINED DOD-VA DISCHARGE ACTIVITIES 

Mr. Culberson. And Sam is right, another great point, too, is 
that we are the only committee. 

Mr. Farr. There is no. 

Mr. Griffin. There have been other initiatives under review 
such as determining the feasibility of combining your Army, dis- 
charge physical and VA compensation exam. 

And Dr. Daigh’s team is also reviewing prosthetics. You leave an 
Army facility and you have the prosthetics that the Army deems 
to be the best prosthetics for their soldiers, and maybe 3 years from 
now, you no longer get your care from DOD and are going to VA 
facilities. Maybe VA is not using that particular prosthetic, and 
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maybe you need service or you need a new prosthetic. We are going 
to take a look at how that process works. 

Mr. Farr. And you know what they give you prosthetics and 
teach you how to operate it — or adapt — in Walter Reed Hospital 
and at Bethesda. You are in the military and they discharge you, 
and you go home, and they call you two years later and say, guess 
what — there is a whole new thing — new prosthetics that have — but 
you have to pay your way back here — to pay for your housing. This 
is nuts. It is just totally nuts. 

Mr. Griffin. Of course, those — facilities are DOD facilities. 

Mr. Farr. Yes. 

Yes — now you are outside — they would pay for it — but you are a 
veteran, but you have done your service. You were promised — we 
had the secretary in here, who served as not only, you know, head 
of the Joint Chiefs, but he is also now secretary — couldn’t have a 
better secretary. 

Mr. Culberson. And the undersecretary for health will be there, 
too, so let’s be sure to get him here and ask him all these ques- 
tions, as well. 

Mr. Bishop. Think we will have someone — well, we will be happy 
to talk with your staff about 

Mr. Culberson. I mean, this committee works arm in arm. 
There are no party labels or distinctions on this committee. We are 
all equally committed to make sure veterans are well taken care 
of. 


ELECTRONIC HEALTH RECORDS 

I want — to make a couple of points. I will submit the other ques- 
tions for the record in the interest of time. 

Sam, the President’s budget says it will create a virtual elec- 
tronic record to create an interoperability necessary to ensure a 
servicemember that their veteran information is available for all of 
their service and benefit providers — $7 million in I.T. funds in 
2012. Do you know much about this, Mr. Griffin, and how this 
money is intended to be spent and 

Mr. Griffin. I am not sure what the new initiative entails. Many 
years ago, they began using electronic records so that a veteran 
from New York can go to Florida for 3 months during the winter 
and can walk into the VA hospital they can access your medical 
record. 

Dr. Daigh. Sir, I don’t know the answer to your question 

Mr. Culberson. Well, it is an important one I want to follow up 
on. But what about speeding up the claims process that Mr. Bishop 
asked about? 


benefit determination 

And I mean to have a follow up on this, as well, but can you out- 
line specific recommendations about ways to improve the deter- 
mination of the benefits 

Mr. Griffin. We have done several audits over the last few years 
which identified where some of the dead time is in the claims proc- 
ess. 

Mr. Bishop. You make recommendations? 

Mr. Griffin. Oh, yes. 
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Mr. Culberson. Things that VA can do or things that we need 
to do? 

Mr. Griffin. Well, let me put together the summary of those 
things, and we will get them up to you and you will see what it 
was that we recommended that they can do to shrink these claims 
processing delays. 

[The information follows:] 
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VA OFFICE OF INSPECTOR GENERAL 
RECOMMENDATIONS TO 

THE VETERANS BENEFITS ADMINISTRATION ON CLAIMS PROCESSING 

Since 2007, the Office of Inspector General has issued 8 national reports that include a 
total of 41 recommendations to help reduce the backlog and improve the timeliness of 
Veterans Benefits Administration (VBA) claim processing. We also expect to issue a 
final report on VBA’s Compensation Program Claim Brokering in April 201 1 that will 
include seven additional recommendations. Further, the OIG has issued 16 benefits 
inspections reports on individual VA Regional Offices (VARO) that included 
recommendations to improve aspects of claims processing. We expect to issue a 
summary report of our VARO reports in May. Below is a listing of these reports, our 
recommendations, and the status of VA's action to implement each recommendation. 
Recommendations that have been implemented are notes as “closed”; those yet to be 
implemented are noted as “open.” 

I. Audit of VA 's Efforts to Provide Timely Compensation and Pension Medical 

Examinations (Report No. 09-02135-107, March 17, 2010) - At the request of the 
Chairman of the Senate Committee on Veterans' Affairs, we determined if VA 
commits sufficient resources to provide veterans with timely compensation and 
pension medical examinations. From FY 2005 through FY 2009, the number of 
exam requests VBA sent to VA medical facilities and national contractors increased 
by 45 percent. We found that Veterans Health Administration (VHA) and VBA 
managers did not effectively collaborate and share information on issues affecting 
the timely delivery of exams. Additionally, VA lacked a performance standard that 
enables management to adequately measure whether exam requests are completed 
in a timely manner. We recommended the Acting Under Secretary for Health: 

1 . Establish procedures to capture compensation and pension medical examination 
workload data at the examination level for all examinations conducted by VHA, 
fee-basis, and local contract providers. This recommendation is open as of 
March 15, 2011. 

2. Establish procedures to capture all costs associated with each compensation and 
pension medical examination conducted by VHA fee-basis, and local contract 
providers. This recommendation is open as of March 15, 2011. 

3. Establish procedures to measure productivity by identifying the number of full- 
time equivalents who conduct VHA compensation and pension medical 
examinations and establishing standard times to complete each type of 
compensation and pension medical examination. This recommendation is 
open as of March 15, 2011. 

4. Utilize and monitor data on VHA workload, costs, and productivity to ensure 
sufficient and appropriate resources are dedicated to completing compensation 
and pension medical examination requests sent to VA medical facilities. This 
recommendation is open as of March 15, 2011. 

5. Establish timeliness performance standards that adequately measure whether 
veterans receive timely compensation and pension medical examinations 
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conducted by VHA, fee-basis, and local contract providers. This 
recommendation is open as of March 15, 2011. 

We recommended the Acting Under Secretary for Benefits: 

6. Establish procedures to capture compensation and pension medical examination 
workload data at the examination level for all examinations conducted by VBA 
national contractors. This recommendation was closed effective February 
22 , 2011 . 

7. Establish procedures to capture all costs associated with each compensation and 
pension medical examination conducted by VBA national contractors. This 
recommendation was closed effective February 22, 2011. 

8. Utilize and monitor data on Veterans Benefits Administration national contractor 
workload and costs to ensure sufficient and appropriate resources are dedicated 
to completing compensation and pension medical examination requests sent to 
VBA national contractors. This recommendation was closed effective 
February 22, 2011. 

9. Establish timeliness performance standards that adequately measure whether 
veterans receive timely compensation and pension medical examinations 
conducted by VBA national contractors. This recommendation was closed 
effective February 22, 2011. 

We recommended the Acting Under Secretary for Health and the Acting Under 
Secretary for Benefits: 

10. Jointly establish procedures to improve communications, share relevant 
information, and report on issues affecting compensation and pension medical 
examination processing. This recommendation was closed effective August 
19, 2010. 

Status of Open Recommendations: VHA’s response to OIG’s February 1 5, 201 1 , 
status update request is pending. Previous correspondence indicates that VHA is 
close to implementing Recommendation 3, and is making good progress towards 
implementing the four additional open recommendations. VHA’s Disability 
Examination Management Office (DEMO) appears to be involved in all aspects of 
the actions in progress relative to the five recommendations. Given that the actions 
undertaken are significant, complex, and require collaborative efforts among various 
VA entities including VBA and the Office of Information and Technology, it is 
reasonable to expect implementation to take more than 1 year. 

II. Review of Veterans Benefits Administration New Hire Productivity and the American 
Recovery and Reinvestment Act Hiring Initiative (Report No. 09-01814-85, February 
18, 2010) - In FYs 2007 and 2008, Congress appropriated $185 million to VBA to 
hire claims processors. In addition, in FY 2009, VBA received $150 million through 
the American Recovery and Reinvestment Act (ARRA) to hire about 2,300 claims 
processors. We assessed VBA's efforts to meet its hiring goals and the impact of 
VBA's increased workforce on Compensation and Pension claims workload. We 
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found that VBA met its FY 2008 hiring goals and filled almost all of its ARRA-funded 
positions. However, VBA's rating and non-rating claims inventory is expected to 
continue to grow in FYs 2010 and 2011. We recommended the Acting Under 
Secretary for Benefits: 

1. Collect information on the number of overtime hours worked in order to better 
assess the capacity of its current claims processor workforce and to project 
future workforce needs to address the claims inventory. This recommendation 
was closed effective July 12, 2010. 

2. Issue guidance to regional offices requiring that temporarily promoted 
supervisors complete a standardized core curriculum of supervisory training. 

This recommendation was closed effective March 12, 2010. 

3. Collect information on the extent to which performance standards for claims 
processors are being increased by regional offices and how staff are performing 
in relation to these standards. This recommendation is open as of March 15, 
2011. 

Status of Open Recommendation: As of March 15, 2011, Recommendation 3 
remains open. On January 14, 2011, VBA reported that it continues to communicate 
with the American Federation of Government Employees regarding its national 
grievance of Veteran Service Representatives standards. VBA anticipates the 
grievance process will be resolved before the end of fiscal year (FY) 2011. At the 
end of FY 201 1 , VBA will analyze and report on how claims processors measured 
against the raised standard. 

III. Audit of VA Regional Office Claim-Related Mail Processing (Report No. 08-01759- 
234, September 30, 2009) - In FY 2008, VBA processed about 20 million pieces of 
incoming mail and 13 million pieces of outgoing mail. Both the significant number of 
claim-related documents handled by VARO mailrooms and the potential effect on 
the processing of veterans claims that can occur if documents are inappropriately 
handled or destroyed make this a high-risk area for VBA. We evaluated whether 
VAROs effectively managed mailroom operations and controlled the timely and 
accurate processing of claim-related mail. We found that VAROs needed to improve 
the handling, processing, and protection of claim-related documents. We also noted 
that VBA mail processing deficiencies led to unnecessary delays in establishing 
control of claims in VBA’s “SHARE” system after receipt. We recommended the 
Under Secretary for Benefits: 

1. Require VAROs to implement procedures to identify, analyze, monitor, and take 
actions to address conditions contributing to delays in establishing control of 
incoming claims within Veterans Benefits Administration’s 7-day requirement. 
This recommendation was closed effective February 23, 2010. 

2. Develop and issue policy guidance to establish VARO requirements to scan 
incoming mail and how VARO X-ray machines should be used to improve 
security. This recommendation was closed effective March 31, 2010. 
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3. Develop and issue policy and standards concerning initial and recurring training 
and certification requirements for personnel who operate X-ray machines to scan 
incoming mail at VBA facilities. This recommendation was closed effective 
July 8, 2010. 

4. Develop and issue policy guidance for all VAROs regarding mailroom physical 
security based on requirements enumerated in 41 CFR, Part 192, Mail 
Management, and in the General Service Administration Mail Center Security 
Guide. This recommendation was closed effective March 31, 2010. 

5. Issue guidance on establishing the minimum interval for updating VBA mailroom 
security plan risk analyses. This recommendation was closed effective July 8, 
2010 . 

Note: In addition to the national Audit of VA Regional Office Claim-Related Mail 
Processing, during the 18-month period April 2009-September 2010, the OIG’s Benefits 
Inspection Program issued 12 inspection reports on individual VA Regional Offices. 
Many of these reports included similar recommendations related to improving mail 
processing timeliness. Two examples of the recommendations relating to 
Compensation and Pension claims processing activities are shown below: 

1. We recommended the VARO Director develop and implement controls to ensure 
Support Services Division staff process and date stamp all incoming mail the 
same day it arrives in the mailroom. 

2. We recommended the VARO Director amend the mail plan to incorporate 
procedures for management oversight and control of search mail. 

IV. Audit of Veterans Benefits Administration Control of Veterans’ Claims Folders 

(Report No. 09-01193-228, September 28, 2009) - As of February 20, 2009, VBA 
had assigned about 4.2 million claims folders to regional offices for benefit claims 
processing and safeguarding. Misplaced claims folders can cause unnecessary 
claim processing delays and increases the likelihood that folders will be lost. We 
evaluated VBA’s control of veterans’ claims folders and projected the claims folders 
for an estimated 437,000 (10 percent) veterans were not at the locations shown in 
the Control of Veterans Records System (COVERS). COVERS is VBA’s system for 
tracking the location of paper claims folders within and between offices. This 
projection included an estimate that 141,000 (3 percent) of the claims folders were 
lost. VBA’s control of veterans' claims folders was not effective because VBA 
managers did not track the number of lost or rebuilt folders, consistently enforce 
COVERS policies, and establish effective search procedures for missing claims 
folders. We recommended the Under Secretary for Benefits: 

1. Require regional office directors to establish unique COVERS locations for all 
areas to include office common areas and claims folders designated for 
relocation and retirement. This recommendation was closed effective 
February 25, 2010. 

2. Establish a mechanism to identify and track the number of claims folders regional 
office personnel rebuild. This recommendation is open as of March 15, 2011. 
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3. Establish a mechanism to ensure regional office personnel update COVERS 
when they transfer and receive claims folders. This recommendation was 
closed effective April 8, 2010. 

4. Clarify national policy for regional office personnel to reconfirm the location of the 
claims folders outside the main folder storage areas every 7 days. This 
recommendation was closed effective February 25, 2010. 

5. Establish a mechanism to ensure regional office personnel meet the requirement 
to reconfirm the location of claims folders outside the main folder storage areas 
every 7 days and take corrective actions to meet the requirement where 
improvement is needed. This recommendation was closed effective 
October 4, 201 0. 

6. Establish a mechanism to ensure regional office personnel conduct annual 
sequence checks that update COVERS. This recommendation was closed 
effective April 8, 2010. 

7. Establish requirements for regional office directors to maintain the COVERS 
folder search report using standard codes for claim related mail requiring action 
and monitor to ensure the search report is accurate. This recommendation was 
closed effective July 21, 2010. 

8 . Require regional office personnel to initiate rebuilding missing claims folders with 
a pending claim no more than 60 days from the date Veterans Benefits 
Administration personnel are notified of the claim. This recommendation was 
closed effective April 8, 2010. 

9. Establish a mechanism to ensure regional office personnel enforce the maximum 
60-day search established in recommendation 8 and take corrective actions to 
meet the standard where improvement is needed. This recommendation is 
open as of March 1 5, 201 1 . 

Status of Open Recommendations: As of March 15, 2010, Recommendations 2 
and 9 remain open. VBA reported on December 9, 2010, that they will request 
inclusion of the new COVERS Folder Tracking Service report in the Veterans 
Services Network Release 12, which is scheduled for deployment in August 2011. 
These actions are intended to support recommendation closure. VBA's December 
update provides a defined course of action, which is the most substantial progress 
report since July 2010. OIG will review these recommendations for closure upon 
successful release of the network update in August 2011. 

V. Audit of VA Regional Office Rating Claims Processing Exceeding 365 Days (Report 
No. 08-03156-227, September 23, 2009) - As of August 2008, VBA had 11,099 
claims that were pending rating decisions more than 365 days. We conducted this 
audit to identify opportunities for VAROs to improve rating claims processing 
timeliness and minimize the number of rating claims with processing times 
exceeding 365 days. We concluded that inefficient VARO workload management 
caused avoidable processing delays averaging 187 days for a projected 10,046 
(90.5 percent) of the 1 1 ,099 rating claims. VAROs could minimize the number of 
rating claims processed that exceed 365 days and reduce processing times for most 
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other rating claims by addressing workload management deficiencies. We 
recommended the Under Secretary for Benefits: 

1. Establish average timeliness goals for the claims processing phases of 
development initiation, development evidence gathering, rating, and award that 
are consistent with the strategic target of completing rating claims within 125 
days. This recommendation was closed effective June 21, 2010. 

2. Revise policies to require Veterans Service Centers to link workload 
management plans to claims processing timeliness targets and goals. This 
recommendation was closed effective February 17, 2010. 

3. Revise policies to require Veterans Service Centers to develop and execute 
workload management plans that include procedures designed to minimize the 
claims processing deficiencies discussed in this report. This recommendation 
was closed effective February 17, 2010. 

4. Link Veteran Service Centers staff production credits to timeliness goals for 
claims processing phases and the overall strategic target of completing rating 
claims within 125 days. This recommendation was closed effective 
August 11, 2010. 

VI. Audit of the Impact of the Veterans Benefits Administration's Special Hiring Initiative 
(Report No. 08-01559-193, September 5, 2008) - During the previous 5 years, the 
number of claims received each year has generally exceeded the number of claims 
processed each year. As a result, the number of claims carried over at the end of 
the FY increased by about 66 percent during this period (from 338,896 claims at the 
end of FY 2003 to 564,145 claims at the end of FY 2007). Recognizing this 
challenge, Congress passed legislation in FYs 2007 and 2008 giving VBA $185 
million to hire additional claims processing personnel. We determined the impact of 
VBA's hiring initiative on reducing the claims backlog. VBA was progressing at 
integrating new employees into the claims processing workforce, but the new FTE 
were not expected to have a positive impact on decreasing the claims inventory until 
at least the end of FY 2009. Furthermore, we could not conclude that the hiring 
initiative alone would result in eliminating VBA's backlog because a number of other 
factors contribute to the backlog. We recommended the Acting Under Secretary for 
Benefits: 

1. Adopt a new definition for measuring rating claims backlog as the number of 
claims that are older than a realistic target time period. This recommendation 
was closed effective July 16, 2009. 

2. Implement a plan to monitor and report backlog based on a new definition as 
described in Recommendation 1. This recommendation was closed effective 
October 29, 2009. 
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VII. Audit of Veterans Benefits Administration Non-Rating Claims Processing (Report 
No. 06-03537-69, February 7, 2008) - In October 2007, VBA began the fiscal year 
with 106,528 non-rating claims pending — an increase of 25,035 pending claims, or 
31 percent over the prior period. The average days pending for all non-rating claims 
nationwide at that time was 160.9 days. (Non-rating claims involve both 
compensation and pension (C&P) benefits, and in general can be processed by a 
Veterans Service Representative without a rating decision.) We assessed VBA’s 
processing of non-rating claims and reported that VBA needed to increase 
accountability and strengthen controls to improve the timeliness of non-rating claims 
processing at VAROs. We determined that 533 (83 percent) of the 646 non-rating 
claims reviewed had avoidable processing delays. We recommended the Under 
Secretary for Benefits: 

1. Address the lengthy average days pending and backlog of non-rating claims. 
This recommendation was closed effective November 14, 2008. 

2. Track and analyze non-rating claims processing timeliness for the remainder of 
fiscal year 2008 and, if determined necessary, establish new timeliness goals for 
processing non-rating claims to increase accountability in fiscal year 2009. This 
recommendation was closed effective November 14, 2008. 

VIII. Audit of the Effectiveness of Veterans Benefits Administration Compensation 
Writeouts (Report No. 06-01791-45, December 19, 2007) - During the 6-month 
period June-November 2006, VBA’s Benefits Delivery Network (BDN) generated 
121 ,403 compensation writeouts to VAROs. Writeouts alert VAROs to complete 
actions that ensure the accuracy of beneficiary compensation payments and 
information in BDN. VARO compensation writeout processing is a vital VBA control 
for ensuring beneficiaries receive entitled benefits and are not underpaid or 
overpaid. VAROs processed writeouts accurately, but needed to better ensure 
timely processing of writeouts. For 254 (49 percent) of 517 sampled writeouts 
reviewed, VAROs exceeded the 30-day writeout processing standard by an average 
of 1 17 days. We recommended the Under Secretary for Benefits: 

1. Develop and implement policies requiring VAROs to prioritize writeout workload 
with writeouts that prevent beneficiary underpayments and overpayments having 
the highest priority. This recommendation was closed effective July 8, 2008. 

2. Establish timeliness standards for VAROs writeout processing based on the 
priorities established in writeout processing policies. This recommendation 
was closed effective July 8, 2008. 

3. Require VAROs to track and monitor writeout processing for compliance with 
established timeliness standards. This recommendation was closed effective 
July 8, 2008. 

4. Require VARO staff to receive training on writeout processing that emphasizes 
the importance of reducing processing delays. This recommendation was 
closed effective February 13, 2008. 


7 



57 


IX. Pending Report - Audit of Veterans Benefits Administration Compensation Claim 
Brokering -From FY 2006 to FY 2009, the number of brokered claims grew from 
90,000 to 171,000 (90 percent) and the percent of claims brokered increased from 
12 to 18 percent. Although VBA interrupted this growth for the short term in June 
2010 by assigning resource centers to process Nehmer claims, the continued 
resource center processing of brokered claims and potential resumption makes 
effective brokering particularly important. (Under the order of U.S. District Court for 
the Northern District of California, in Nehmer versus U.S. Department of Veterans 
Affairs, VA must readjudicate previously denied claims known as Agent 
Orange/Nehmer claims.) VBA can improve the effectiveness of claim brokering by 
ensuring area offices consider additional factors affecting timeliness. For the just 
over 171 ,000 brokered claims completed during FY 2009, we projected the average 
processing time was 201 days. We expect to project the 201 day average 
processing time would have been 49 days less (152 days) if VBA had avoided the 
claim-processing delays identified in this report. We recommended the Acting Under 
Secretary for Benefits: 

1. Revise brokering policies and procedures to require Veterans Service Centers to 
include steps in their workplans that ensure claims are brokered within 15 days 
after completing the last action. 

2. Revise policies and procedures to require area offices to monitor resource center 
and Veterans Service Centers claim inventories and ensure claims are not 
brokered to resource centers or Veterans Service Centers with excessive claim 
inventories. 

3. Revise policies and procedures to require area offices to broker claims to one 
resource center or Veterans Service Centers for all claim-processing phases 
except establishment and document any exceptions with evidence showing that 
the originating Veterans Service Centers would take longer to process the claim. 

4 . Revise policies and procedures to require area offices to stop brokering claims to 
resource centers and Veterans Service Centers with accuracy rates that are 
significantly lower than originating Veterans Service Centers. 

5. Include brokered claim processing timeliness and accuracy performance 
measures in the performance plans for directors of VA Regional Offices that 
process brokered claims. 

6. Revise claim brokering policies and procedures to require area offices to approve 
informal VA regional office brokering. 

7. Require area offices to assess compliance with revised claim brokering policies 
and procedures during annual VA Regional Office site visits. 
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X. Pending Report - Systemic Issues Reported During Inspections at VA Regional 
Offices - The Office of Inspector General established its Benefits Inspection 
Program in March 2009 as a major initiative to help ensure timely and accurate 
delivery of veterans' benefits and sen/ices. This report is a summary of systemic 
issues identified at 16 VAROs inspected from April 2009 to September 2010. VARO 
management teams face multiple challenges in providing benefits and services to 
veterans. Challenges include providing additional oversight and training for 
personnel responsible for processing disability compensation claims related to 
temporary 100 percent disability evaluations, post-traumatic stress disorder, 
traumatic brain injury, herbicide-related disabilities, and Haas cases. We projected 
that VARO staff did not correctly process 23 percent of approximately 45,000 claims. 

We also found weaknesses associated with processing Notices of Disagreements 
for appealed claims, correcting errors identified by VBA's Systematic Technical 
Accuracy Review Program, ensuring timely and complete Systematic Analyses of 
Operations, and processing claims-related mail. Additionally, VARO staff did not 
always safeguard veterans’ personally identifiable information or make timely final 
competency decisions for beneficiaries unable to manage their affairs. We 
recommended the Acting Under Secretary for Benefits: 

1. Work collaboratively with the Under Secretary for Health to ensure that all 
clinicians performing traumatic brain injury compensation and pension 
examinations complete the new training for traumatic brain injury available in the 
VA Learning Management System under VA Item Number 7833, Compensation 
and Pension Evaluation Program Traumatic Brain Injury Examination. 

2. Develop and implement a strategy for ensuring the accuracy of decisions on 
traumatic brain injury claims, prior to finalizing benefit payments. 

3. Collaborate with the Veterans Health Administration to develop and implement a 
mechanism to ensure that when a veteran has a mental disability co-existing with 
a traumatic brain injury examination, medical examiners clearly state in their 
examination reports which emotional/behavioral signs and symptoms are related 
to which disability. 

4. Develop a clear and measurable standard for timely completion of competency 
determinations. 
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Mr. Griffin. There are a number of areas where we have taken 
issue with the processes. For example, if regional office in Chicago 
seems to be busier than some other neighboring office they may 
broker some claims to another regional office. 

Mr. Bishop. San Diego? 

Mr. Griffin. But, if you are being held to a standard of produc- 
tion and you have a bunch of — claims that are 12 inches thick with 
documents going back to World War II and Vietnam, and you need 
to shuffle some claims off to somebody else, those are the ones that 
get shuffled off. You will keep the grounders, that you can handle 
more expeditiously. 

Mr. Culberson. Well, if you can share those with us, that would 
sure be very helpful — let me ask one other one, Sanford, then I will 
turn it over to you — and I have other questions for the record that 
I will submit. 


REUSABLE MEDICAL EQUIPMENT 

But in particular, I wanted to follow up on the 89 percent compli- 
ance rate. Did you say it was about 89 percent compliance on 
cleaning equipment, on maintaining a standard of care that you 
would expect in a professional doctor’s office? 

Dr. Daigh. We are going to put out a report — that is going to 
highlight — with respect to the compliance with RME standards. 
There were several hospitals with 100% on average about 89 per- 
cent of the time, the hospital got that particular task correct. 

Dr. Daigh. I have a summary in my hand — and I will provide 
that 

Mr. Culberson. The VA in Houston has got to be one of your 
best, I would — certainly hope. You didn’t find any problems with 
them, did you? 

Dr. Daigh. Sir, they are on the list. There were a few issues 
that 


VA PHYSICIAN LIABILITY 

Mr. Culberson. Are they? Okay. Well, I look forward to seeing 
it, because it is just not acceptable. Doctors that work at these VA 
facilities are licensed by the state of Georgia, by the state of Cali- 
fornia, by the state of Texas. How and why aren’t they being sub- 
jected to the same sort of disciplinary actions that a doctor in Geor- 
gia, or California, or Texas, in the private practice — are they ex- 
empt, as Ms. McCollum said? 

Is there any sort of a force field around a doctor working at a 
VA outpatient facility? Is he shielded from liability or from poten- 
tial disciplinary action by the medical society of his state because 
he is working on a veteran? 

Mr. Farr. No, but you are shielded by — doctors on salary work- 
ing for 

Mr. Culberson. I was trying to follow up on what Betty asked, 
because I am wondering — as a lawyer, — are these doctors shielded 
in any way from either penalty or liability or? 

Ms. Regan. I thought the question was state statutes that ap- 
plied to state medical facilities that were licensed — and they don’t 
usually. It is the government law that is there. 
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On the other hand, when it conies to, for example, malpractice, 
which is I think what you are talking about. Within the VA quality 
assurance program. If they find a particular provider is not com- 
plying with the rules, then they can take disciplinary action, they 
can reduce privileges, and they have a requirement to report to 
state licensing facilities. 

Mr. Culberson. The VA hospital can do that? 

Ms. Regan. Right. Oh, absolutely. And, for example, if there is 
a tort claim, as you know, the government is the defendant, not the 
individual doctor. But there is an agreement between them and the 
national provider database, where if they find that the physician 
was at fault, the government paid the claim, they do report them 
to the physician database. 

Mr. Culberson. The negligence standard that you have to prove 
in a tort claims act — is much higher, isn’t it? 

Ms. Regan. It is usually. 

Mr. Culberson. It is simple negligence case against a private 
practitioner in private court. In Judge Carter’s court, for example, 
in Williamson County, it would be simple negligence. What is the 
standard you would have to prove against a doctor in a VA facil- 
ity — under the Tort Claims Act? 

Ms. Regan. Under Tort Claims Act, the standard of care is the 
standard of care for the community. 

Mr. Culberson. Right 

Ms. Regan. The Government must follow state law in deter- 
mining the standard of care. There is no federal standard of care. 

Mr. Culberson. As to the standard of care — negligence, isn’t 
there a higher bar to get over? I think the Tort Claims Act as a 
general rule limits your liability, for example, and you have to 
show — don’t you? 

Ms. Regan. The Tort Claims Act waives sovereign immunity and 
establishes a process for filing a negligence claim against the gov- 
ernment — 

Mr. Culberson. The negligence standard would be the same as 
it 

Mr. Bishop. It is a local standard? 

Mr. Culberson. Local standard. 

Ms. Regan. Right. Yes, that is why when the cases are filed, the 
Government looks at state negligence laws for the level of proof. 

Mr. Culberson. Okay. 

Ms. Regan. It also doesn’t matter where the physician is li- 
censed. VA physicians — have to be licensed in a state, not nec- 
essarily the state they are currently working in. 

Mr. Culberson. Okay, so they are subject to the same standards 
of liability that any other doctor would be in that state? 

Ms. Regan. Right. Now, the other side of it is, a lot of our physi- 
cians with specialties are under contract. If they are under con- 
tract, they are independent contractors, and the contractor is liable 
for any negligence. So they would have their standards of care. For 
example, a lot of our contractor doctors are independent contrac- 
tors, so they have to follow their standards. They set up their 
standards practice 

Mr. Farr. But some of those doctors aren’t going to become VA 
doctors 
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Mr. Culberson. Well, that is all going to be explored, because 
Sam may be right. I want to make sure I understood that the 
standard is subject to the same types of litigation, for example, for 
negligence, disciplinary action by the state licensing board, as any 
other doctor or anesthesiologist, or if they are licensed as a medical 
technician, they are all subject to the same standards as they are 
out in the private sector. 

Ms. Regan. It is just a matter of how it gets there. I am not sure 
the state licensing board can come in and investigate a VA physi- 
cian. 

Mr. Culberson. Okay. 

Ms. Regan. But VA does refer physicians. For example VA has 
withdrawn privileges VA would report the change to State licens- 
ing authorities. 

Mr. Farr. I am familiar with the clinics and hospitals in my re- 
gion. 

The feeling there is that the quality of care in VA clinics and the 
VA hospitals is so above private care — because people show up on 
time. Everything — they get top-quality care. 

JOINT DOD-VA FACILITIES 

Mr. Culberson. Yes, let me recognize Mr. Bishop. 

Mr. Bishop. Yes, let me just follow up on that. In our region — 
we get a lot of complaints from veterans about the quality of care 
at the veterans hospitals. One of the reasons that I get pushed 
whenever I have town hall meetings is because they don’t like 
going to Tuskegee, which is 40 miles away. They don’t like having 
to go to Florida. 

And so a lot of them have asked, why can’t we go to a VA hos- 
pital or DOD facility? And we have been pushing trying to get col- 
location as you have in a few other areas — where you have joint lo- 
cations for VA hospitals and DOD facilities. 

And it would be helpful to a lot of those folks to get it. They com- 
plain about the care at Tuskegee. They complain about having to 
drive to Montgomery and the quality of care there. 

Mr. Farr. The VA has the greatest system in the whole world, 
but that is because they had 400 beds — excess capacity all the 
time, and there was basically — shut that place down and shut the 
hospital down and — drive 100 miles. 

But, Sanford, I think there are two things here. Most guys in the 
military love the military. Go out to Bethesda and look how many 
people there. The old people there aren’t on active duty. They are 
all retirees. And they love that kind of military environment. So 
far 

Mr. Griffin. In North Chicago there is a combination of DOD- 
VA facility, which took some manipulation of — medical records and 
issue to make it work. It might be something to build upon. 

Mr. Bishop. Isn’t there one in Texas, also? 

Mr. Griffin. I am sorry? 

Mr. Bishop. Isn’t there one in Texas, also? 

Mr. Griffin. There are some other Las Vegas. 

Mr. Culberson. On the base? 

Mr. Griffin. On the base. 

Mr. Culberson. On the base — Fort Bliss. 
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Mr. Griffin. Anything is possible. It is just — what they are look- 
ing at in North Chicago as a test case, you have young military 
families — coming in there, and VA’s portfolio — PTSD — things like 
that. 

So it is a whole separate area of care that they have been doing 
in the recent past. 

Mr. Bishop. So now with the military having more women, they 
will be more susceptible — same kinds of treatment 

Mr. Griffin. We found that the women veterans in our study are 
using the VA more frequently than the male veterans. 

MEDICARE RATES FOR CONTRACT CARE 

Mr. Culberson. Let me ask you a couple other quick ones. The 
VA is apparently using the Medicare standard — rates for services 
it contracts for and that are — typically — lower than what VA has 
been paying. The question — why shouldn’t the VA use — Medicare 
rate for all the services it provides in outpatient facilities? And 
what kind of savings would that result in? 

Ms. Regan. VA would need legislation. 

Mr. Culberson. Statutory rate? 

Ms. Regan. Medicare would have to be the — statutory price to 
have non-VA providers accept Medicare rates for VA Contractors 
will argue it is not enough money, but they have to remember VA 
pays 100 percent of Medicare not only 80%. In our contract reviews 
for health care resources, we are using Medicare rates as fair and 
reasonable price recommendations. 

But when contracting for healthcare services VA needs a statu- 
tory change mandating that VA will pay no more than Medicare 
rates. 

Mr. Culberson. And if we did such a statutory fix, have you all 
looked at or thought about what type of savings it would 

Ms. Regan. Our reports identify potential savings. I can give you 
a better figure. A lot of contractors are asking for 200 percent of 
Medicare or 175 percent, even when providing services at VA 

Ms. Regan. I have to get those figures. 

Mr. Culberson. Would you break that out and see what hap- 
pens if we follow the Medicare reimbursement rate for all of those 
contracted services? And anti-fraud efforts that they are pursuing 
in Medicare, any lessons learned there, things that we could do in 
the pursuit of fraud? 

Mr. Griffin. You probably saw in the press a week or 2 ago — 
doctors who were defrauding the Medicare program. The inspector 
general’s office at HHS was involved in those arrests. And our 
criminal investigators have regular liaison Contact with them. 

So we have asked them to provide us with the names of all of 
the doctors they arrested to see if any of them were providing fee- 
basis care to veterans to see if they might have sent fraudulent 
bills to the VA. 

So we do maintain the liaison with the different I.G. organiza- 
tions and with the traditional law enforcement agencies, so when 
you have a situation like that involving fraud, we can make sure 
we are sharing information. 

Mr. Bishop. That hasn’t been a regular-inquiry for you in review- 
ing the cases. 
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Mr. Griffin. We have information that comes to us from a num- 
ber of different sources. We work jointly with all of our colleagues. 

Actually, we had a meeting last week with people from HHS, 
share best practices in data matching. There is a commonality in 
our health care fraud work so we do work with them consistently. 

OVERPAYMENTS 

Mr. Bishop. My question really goes to whether — not nec- 
essarily — the agencies, look at those vendors who provide those — 
services to — payments — for reimbursement. And do you routinely 
review those 

Mr. Griffin [continuing]. Fee-basis 

Mr. Bishop. Right. 

Mr. Griffin. We identified the overpayments. We told the de- 
partment to go back and get them. If the VA received a bill from 
the hospital, it included the hospital’s facility fee, and a charge for 
the doctors, that would have been okay if that was the only bill 
that came in. The problem we identified was when a second bill 
came in from the doctor’s office, and the people who were account- 
able for matching things up and paying those bills didn’t see it. So 
the doctor’s group got paid twice. 

Mr. Bishop. So it was the doctor, not the hospital? 

Mr. Griffin. You have to look at the totality of the occurrences 
to try to determine if the receipt of the second bill was an adminis- 
tration error or an attempt to defraud the VA. 

Mr. Bishop. Was there anyone indicted last year for improper 
billing Medicaid? 

Mr. Griffin. Sure. And we have — we have a lot of revenue that 
comes in from cases where an employee of the doctor’s office or an 
employee of a pharmaceutical company will contact us and say, 
“My boss is doing off — label marketing of this drug,” or, “They are 
selling drugs that aren’t FDA approved, and they have made $100 
million in revenue from these sales,” The source may get a percent- 
age of any penalties. So there is an incentive for people to come for- 
ward. We also put an icon on our website letting people out there 
know we have an award program in the I.G.’s office, because fre- 
quently we will get a phone call from a neighbor who says my 
neighbor is supposed to be 100 percent disabled and he is out mow- 
ing his lawn. 

That is information we need to have. It is a really easy case to 
make. And if people will share information — it is worth the tax- 
payers’ money to give them a little reward. 

Mr. Culberson. Reward for identifying 

Mr. Griffin. Right. 

Mr. Bishop. That is interesting. 

QUI TAM SUITS 

Mr. Culberson. Follow up on that, what is the potential for qui 
tarn suits, which are pretty effective in going after Medicare fraud 
cases, where the individual could file a private litigation and essen- 
tially be entitled to a piece of the recovery for the taxpayers in a 
qui tarn litigation? Is that available. 

Mr. Griffin. It is available. And we have worked those in two 
different fashions with the U.S. attorney’s offices around the coun- 
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try. Some of them are criminal cases and some are civil. And over 
the many years — looking at contracts and looking at pricing for 
drugs and what have you, we have established an excellent net- 
work with the prosecutors at DOJ. 

And when we can identify that there was off-label use of a drug 
that was not authorized, we can go into the database in VA and 
say, okay, VA purchased $50 million or $10 million, of this drug 
from this company which was used for off label purposes. 

So when they get prosecuted we can say we need $10 million to 
cover our losses here. And when it becomes a criminal case, they 
can be made to pay double or triple damages and then there are 
criminal penalties and fines that can be assessed as part of their 
sentence. So there a lot of different ways to handle these cases. 

Mr. Culberson. So the VA doctors, the health care providers, 
the professional people, the anesthesiologists, all the other service 
providers, they are held to the same standard of care as they would 
be in a private facility, they are subject to the same liability as 
they would be in the private facility, they are subject to the same 
penalties from the state licensing entities as they would be in a pri- 
vate facility. 

And you have qui tarn available. You have your reward system 
in place. 


ACCOUNTABILITY AT THE INSTITUTION 

Circling back to what you said earlier, I just want to reaffirm, 
because it does sort of drive home a point is leadership and ac- 
countability within the institution itself — the individual hospital — 
the root of a lot of these problems? 

Mr. Griffin. Well, we have a huge decentralized health care sys- 
tem. We have those 150 hospitals. We have more than 800 clinics. 
You have people in veterans health care administration who feel 
like they are the health care experts, so they should be able to de- 
cide what products they need to buy in order to provide quality 
health care. 

You have an acquisition staff that are buying so much more of 
this than anybody else. And sometimes, it becomes a little turf 
issue between those two different disciplines. You are the con- 
tracting officer and the health care professional tells you, “I don’t 
care what is on the schedule. Get me this,” and you go out and get 
it on the open market a pay a premium. 

In some instances, we found the item was on the Federal Supply 
schedule, but they didn’t check it. Maureen and her staff have been 
engaged for the past, 12 months in providing training to VA staff 
at the acquisition facility in Frederick, Maryland. They are giving 
them the benefit of all our years of experience reviewing VA con- 
tracts. 

And trainees are very pleased to have the information. 

Mr. Culberson. Right. Well, I hope, as part of your report, that 
you are addressing setting out what is the gold standard, these in- 
stitutions really do a good job, and here is why. Is that a part of 
your report, I hope? 

Dr. Daigh. We are going to identify the hospitals that we looked 
at, the issues that we looked at to make sure that what’s supposed 
to happen, happens in the system as a whole. 



65 


Mr. Culberson. So — all the hospitals in the system around the 
country? 

Dr. Daigh. Last year, I went to 53 facilities. 

Mr. Culberson. You got them all? 

Dr. Daigh. We got all 53 this year. 

It is a third of them. And I think it is — it gives a good represent- 
ative sample of what is happening 

Mr. Culberson. Okay. Well, we will have — questions — for the 
record. You have been very generous with your time, sir, and we 
deeply appreciative your service 

Mr. Griffin. Thank you. 

Mr. Culberson [continuing]. And the work that you do. Thank 
you very much. 

[The information follows:] 
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[Questions for the Record submitted by Chairman Culberson follows:] 

Non-VA Fee Care Program 


Question 

1. Should the VA think about using outside contractors to administer non-VA 
fee payment like the Medicare program does rather than using VA employees? 

Answer 

We believe that VA should conduct a comprehensive assessment of alternatives and a 
cost/benefit analysis to facilitate sound decision-making to include consider using 
outside contractors to process non-VA fee payments like the Medicare Program. The 
current fee payment system is vulnerable to improper payments and is inefficient in 
processing fee claims. Our audit on Non-VA Outpatient Fee Care Program found that 
VA improperly paid 37 percent of outpatient claims, and our audit on Non-VA Inpatient 
Fee Care Program found VA improperly paid 28 percent of inpatient fee claims. We 
also reported that VA needed to reduce their high fee claim processing cost and the 
number of days to process a claim. At the time of our report VA paid about $8.00 a 
claim and processed only 61 percent of their claims within their 30 day performance 
standard. 

TRICARE, the Department of Defense's health care program, contracts their payment 
processing to outside contractors, as do other Federal, state, and public and private 
health care organizations, such Medicare, Medicaid, HMOs, and other hospital systems. 
TRICARE contractors process about 75 percent of their claims electronically, which is 
more efficient in terms of cost and time. VA recently implemented one of our 
recommendations to adopt the Medicare payment methodology for outpatient health 
care claims, the Medicare Prospective Payment System (PPS). With this change, VA 
becomes more similar to private health care organizations in their payment 
methodologies. This should make using an outside contractor to process non-VA fee 
payments a more attractive alternative to consider. 

Judging VA Hospital Productivity 


Question 

2. With 153 major hospitals in 21 regions, all operated independently, I 
imagine there is considerable variability in the number of nurses and doctors 
used to staff a department or a hospital floor and the associated cost to run them. 

What productivity measures does VA have in place to judge the relative efficiency 
of its hospitals? Do we know if one VA staffing model is more efficient than 
another? 

Answer 

VA medical centers are very complex entities, each with a different mix of health care 
and social programs. At the level of the individual physician who is practicing medicine, 
VA is able to judge productivity of primary care providers through the primary care panel 
size and measure the productivity of some specialty physicians through an analysis of 
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their specific workload. With respect to physician time, there is the additional issue of 
how much of total physician time is devoted to patient care as opposed to 
administration, teaching, research, or other activities. Staffing standards for nurses 
exist at all medical centers but due to differences in patient needs and the physical 
layout of clinics, the standards are not the same for each VAMC 
We plan to begin a review of the Veterans Health Administration’s (VHA) management 
of physician productivity in fiscal year (FY) 2012. 

Management of VA Community-Based Clinics 


Question 

3. Your testimony indicates that your office has found that the quality of care 
in VA community-based outpatient clinics (CBOCs) that are run on a contract 
basis is equivalent to the care provided in VA-operated CBOCs. But you indicate 
that there is not standardization in CBOC contracts or cost controls. Since this is 
an expanding component of VA health care, it will be important for VA to 
strengthen its management of CBOCs. What steps do you recommend that VA 
take? 

Answer 

CBOCs require specific attention due to their distance from the parent facilities, the 
growing numbers of veterans seeking care from CBOCs, and VHA’s overall financial 
investment in this health care delivery model. VHA needs to develop standardized 
guidelines, processes, and monitors to ensure the Veterans Integrated Service 
Networks (VISNs) and all of their medical facilities provide CBOCs adequate oversight. 
At the national level, VHA must develop reliable national CBOC data and analytical 
tools that at a minimum give it the means to identify CBOCs and to analyze and 
compare their workload and operating costs. In addition, VHA’s Office of Quality and 
Performance monitoring systems need to be expanded and refined to specifically 
include CBOC specific samples of patient data, not just samples of comingled parent 
facility and CBOC information, so that CBOC-specific trends and problems such as 
potential gaps in VA and contractor-staffed CBOCs can be identified. 

Similarly, VHA program offices that implement national programs or health care 
initiatives, such as traumatic brain injury and military sexual trauma screenings, must 
ensure VHA delivers one standard of care across the Nation and that all program 
requirements are effectively communicated to and implemented at CBOCs, not just the 
parent facilities. Finally, VHA needs to ensure that VISN offices develop CBOC 
monitoring policies and address CBOC performance in VISN medical facility reviews 
and that the medical facilities develop local CBOC monitoring policies and procedures 
to consistently monitor and evaluate CBOC operations and performance. 

Privatizing Claims Processing 


Question 

4. My first reaction to the problems that VA has had processing disability 
claims accurately and timely is that VA should privatize claims processing - give 
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it to some private sector organization that has experience managing enormous 
data sets and developing software to standardize claims decisions. Would that 
be a bad idea? 

Answer 

We see several obstacles to successfully privatizing VA’s claims processing operations. 
First, VA must review and consider whether the work represents an inherently 
Governmental function before it could even consider privatizing the Veterans Benefits 
Administration’s (VBA) claims processing functions or selected aspects of the claims 
processing activities within the overall process. VBA’s claims processing includes 
adjudication activities and authorization actions that bind the Government to pay and 
disburse substantial financial benefits. This work frequently requires the interpretation 
of complex case law, especially when veterans exercise their appeal rights and claims 
decisions involve a review of unique facts. Based upon the current Office of 
Management and Budget (OMB) guidance, we see that many of the significant activities 
needed to process VBA’s medical disability claims meet OMB criteria to be considered 
inherently governmental functions. 

Second, privatizing the processing of claims would present several complex challenges 
for a contractor attempting the task, such as ensuring the availability, expertise, and 
readiness of its personnel. Several years are required for a person to gain a thorough 
understanding of the complex nature of the laws and regulations governing veterans’ 
benefits. In fact, VBA frequently acknowledges that it take almost 2 years to gain the 
experience to rate a disability claim. No specific educational background or single 
training session could expeditiously prepare someone to process this type of work. VA 
has the infrastructure, institutional knowledge, and job training programs in place to 
maintain a workforce capable of processing claims. It would take the private sector 
years of significant effort and expense to develop a workforce capable of processing the 
significant volume of claims accurately and timely. 

The private sector would inherit VBA’s challenges with information technology and 
systems. VA has developed and implemented several complex software systems 
related to processing claims. These systems were designed, among other things, to 
address the laws and regulations related to processing claims, track claim folder 
locations, and protect veterans’ personally identifiable information. Claims decisions, 
however, still require personnel to manually review evidence against complex criteria. 
Software development to automate and standardize claims decisions, if successful, 
could play a big part in VA's efforts to reduce the backlog of disability claims, whether 
Government or contractor employees are used. 

Finally, privatizing the processing of claims would require VA to establish complicated 
contractual arrangements. There are activities within claims processing functions that 
would benefit from contractors performing services. Contractors can, and have, 
participated in performing compensation and pension (C&P) medical exams, developing 
and maintaining software suites to process claims (VETSNET), and scanning 
documents into Virtual VA. However, new contracts would cover specific terms of 
performance and would require renegotiations. Monitoring contractor performance to 
enforce the contract terms would also be difficult and expensive, along with potentially 
increasing overhead costs to meet future processing requirements. 
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Oversight of VA Post 9/1 1 G.l. Bill Student Aid 

Question 

5. I imagine you are aware of the scrutiny that the for-profit college industry is 
receiving due to the high volume of Federal student aid it receives and the low 
graduation rates and questionable recruitment practices of some of its members. 

That scrutiny has extended to the VA Post 9/1 1GI bill benefits program. In the 
first year of the program, $640 million of the total $1 .75 billion paid out for tuition 
went to these for-profit schools. We understand that Secretary Shinseki has 
suspended or withdrawn eligibility benefits for a number of these schools after 
compiling information about their erroneous, deceptive or misleading practices. 

What steps is your office taking to investigate the extent of this problem and 
recommend safeguards to the VA? 

Answer 

We have not received any criminal allegations regarding for-profit schools; however, our 
Assistant Inspector General for Investigations has made arrangements with his 
counterpart at the Department of Education (ED) OIG to share information about 
forprofit schools under investigation by the ED OIG to determine what VA funds have 
been expended at a particular school and, if so, determine if we have reason to join the 
investigation. We have a history of establishing this type of mutual notification with the 
Federal Bureau of Investigations regarding violations of the Stolen Valor Act and it has 
proven useful in uncovering benefits fraud. 

Managing VA IT Development 


Question 

6. I know your office is conducting an audit of the Program Management 
Accountability System (PMAS) that the VA Office of Information and Technology 
is using to manage VA IT development efforts. Do you think the PMAS construct 
of managing capital investments with performance milestones tied to funding will 
be adequate to correct the problems that have plagued IT development in the VA? 

Answer 

Although the Office of Information and Technology (OI&T) has made progress in 
establishing PMAS, a great deal of work remains to be done. Many of the actions taken 
by OI&T, such as the development of a prototype PMAS Dashboard, have only recently 
become operational. In addition, key management controls, such as independent 
assessments of PMAS outcomes and compliance reviews needed to ensure that PMAS 
is operating as intended have not yet been established. VA will not realize the intended 
benefits of PMAS until it is fully implemented with the procedures, management 
controls, accountability, and discipline needed to ensure that project managers routinely 
deliver IT development projects that meet cost, schedule, and performance goals. 

The Strategic Asset Management (SAM) project clearly shows that PMAS is not yet 
where it needs to be. VA awarded a task order for the SAM project valued at 
approximately $8 million on April 21, 2009. The period of performance for the task 
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order was 1 2 months. Modifications increased the value of the task order to over $20 
million, more than doubling the value of the task order and the period of performance. 
VA’s CIO suspended SAM in March 201 1 — only weeks before it was scheduled to go 
live — after the project received its third strike for failing to meet a delivery milestone. 
Despite SAM’s troubled history, the PMAS Dashboard continued to show all aspects of 
the project in a green status. In fact according to Dashboard reporting, the project was 
on track right up until the day it was suspended. In addition, the Dashboard indicated 
that the project had not received a single strike when in fact it had already received two 
strikes prior to its suspension. Finally, Dashboard reporting did not reflect that the 
project had incurred significant cost overruns and schedule slippages. 

In addition, the success of PMAS is dependent upon OI&T’s success in strengthening 
the capabilities of its project manager workforce. OI&T has long maintained that it does 
not have enough competent project managers. Until OI&T establishes a strong project 
management capability through hiring and training efforts, the success of PMAS will be 
at risk. In addition, OI&T has not developed a standard methodology Program 
Managers can use to ensure compliance with requirements in the PMAS Guide to link 
project increments to the IT operating plan and to track actual costs for each IT 
development project. VA's cost accounting processes currently only allow OI&T to track 
obligations for each project rather than actual costs incurred. 

Question 

Does the VA effectively provide substitute system capabilities when PMAS 
cancels or suspends IT projects? 

Answer 

According to OI&T officials, in most of those cases where a capability does not already 
exist, VA will not be able to readily provide substitute system capabilities when a project 
is canceled or suspended. For example, when VA cancelled the Financial Logistical 
Integrated Technology Enterprise (FLITE) program, VA's CIO determined that VA could 
fix its financial management weaknesses by addressing the systems that feed into VA’s 
financial management system. Instead of developing one comprehensive system 
(FLITE), VA is focusing its efforts on smaller projects that have less risk and a greater 
likelihood of success to ensure that it has accurate financial data being fed into its main 
financial management system. As for the logistics piece, SAM was supposed to 
address those issues. 


OIG Review of Construction Contracts 


Question 

7. You indicate in your testimony that your office has begun this year to 
conduct pre-award reviews of certain construction proposals. Can you give us a 
sense at this point of weaknesses that you’ve found in development of VA 
construction projects? 


Answer 

We have just begun pre-award reviews and reviews of claims relative to construction 
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contracts and do not have sufficient data upon which to base an opinion. 


FY 2012 Budget - Reduction of Doctors and Nurses 


Question 

8. In its 2012 budget, the VA projects a decrease of 31 3 physicians and a 
1,133 reduction in the number of registered nurses. This seems to be offset by 
equivalent increases in less-skilled nursing and non-physician providers. Do you 
think this staffing shift is justified by industry care standards or is it a costcutting 
measure? 

Answer 

In our discussions with VHA on this topic, it was unclear where in the VHA system of 
care, management or staff positions, these cuts in staff were to be made. It was also 
unclear where the additional staff would be added. VA would be better able to provide 
more specific information regarding the justification for the shift. 

We plan to review VHA’s management of physician productivity in FY 2012 and will 
provide the Subcommittee with our report when it is issued. 
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[Questions for the Record submitted by Ranking Member Bishop follow:] 

Backlog of Claims 

Question 

1 . Mr. Griffin, the VA now has about 785,000 pending compensation and 
pension claims, many involving veterans returning home from war. Remarkably, 
this actually represents progress since the number was closer to 1 million cases 
a few years ago. What recommendations has the Inspector General made to the 
Veterans Benefits Administration (VBA)? 

Answer 

Since 2007, the OIG has issued 8 national reports that include a total of 41 
recommendations to help reduce the backlog and improve the timeliness of VBA claim 
processing. We also expect to issue a final report on VBA’s Compensation Program 
Claim Brokering in April 2011, which will include seven additional recommendations. 
(Claims brokering is the shifting or brokering of claims from veterans service centers 
(VSCs) to resource centers (RCs) or other VSCs to better align workload with staffing 
resources.) We are providing an attachment listing these reports and their 
recommendations. Further, the OIG has issued 16 benefits inspections reports on 
individual VA Regional Offices that included recommendations to improve aspects of 
claims processing. 

Question 

2. Mr. Griffin, according to your testimony “oversight continues to identify 
opportunities for VBA to improve claims processing timeliness and reduce claim 
backlogs.” Flow receptive has the VBA been to IG recommendations? 

Answer 

Generally, VBA has been receptive to our findings and recommendations. We 
sometimes approach specific problems from a different perspective, but they are willing 
to take action once they see our data and agree that they have problems needing 
resolution. The attachment shows the actions that VBA has take on our 
recommendations. 

Question 

3. Mr. Griffin, Secretary Shinseki has set goals for the VA, such as having 
cases processed within 125 days and improving internal controls to reduce errors 
with claims. Flow would you rate the Secretary’s success on achieving these 
goals? 

Answer 

We do not see a lot of progress in achieving the Secretary's goals. On August 31, 

2010, Secretary Shinseki stated his goal of ensuring veterans receive a quality decision 
(98 percent accuracy) in no more than 125 days in FY 2015. In 2010, VBA reported 
processing approximately 37 percent of its rating inventory in excess of 125 days and 
rating accuracy of approximately 84 percent. As of February 201 1 , VBA reported 
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processing approximately 47 percent of the rating inventory in excess of 125 days and 
rating accuracy of approximately 83 percent. This constitutes a 10 percent increase in 
the number of claims rated in excess of 125 days, while the accuracy rate generally 
remained the same. As such, for the timeframes indicated we see no progress toward 
achieving the Secretary's goal. A number of obstacles, both known and unforeseen, 
have hampered VA’s ability to achieve the Secretary's goals. These obstacles include 
an increased number of claims submitted by veterans that resulted from the changes in 
the rules for processing Post-Traumatic Stress Disorder (PTSD) claims and adding 
three new presumptive conditions associated with exposure to Agent Orange. 

The management of pension claims illustrates the problems with claims processing. 
Although Pension Management Centers (PMC) achieved some efficiency through an 
initial consolidation in FY 2002, PMCs were not prepared to process the significant 
addition of original pension claims, Dependency and Indemnity Compensation (DIC) 
claims, and other types of claims that were added to their workload in FYs 2008 and 
2009. An increase in the overall number of claims, partly due to the failing economy, 
along with a significant number of newly hired, inexperienced staff, has resulted in 
untimely claim processing and delayed identification and collection of overpayments. 

In addition, PMCs did not prioritize and process Income Verification Matches in the 
same expeditious manner as original claims. There is a performance goal associated 
with processing original claims but no goal associated with the processing of IVMs. 

Question 

4. Mr. Griffin, while progress is being made the system clearly remains 
overwhelmed, especially with so many more veterans coming back from Iraq and 
Afghanistan and with the VA now accepting older cases involving Agent Orange 
it can only get worse, do you believe that the Secretary is taking the appropriate 
steps to deal with this influx of veterans who will be relying on the system? 

Answer 

VBA's Claims Transformation Plan outlines initiatives to meet Secretary Shinseki's 2015 
goal to eliminate all claims pending more than 125 days while increasing rating quality 
to 98 percent, More than three dozen initiatives have been launched, building upon 
selected, winning field submissions from the Innovation Competition announced by 
President Obama in August 2009 VA describes the focus areas of the plan as creating 
a culture of accountability, reengineering business processes, and deploying leading 
edge technology. The success of these initiatives remains to be seen, but VBA officials 
believe they are on track to start processing more claims than they receive early in 
2012. The growth of VBA's claims workload is not showing signs of slowing down — in 
fact, VBA anticipates a 60 percent increase in compensation claims over the next 5 
years. Factors contributing to this growth include the Secretary's establishment of three 
new presumptive conditions for Vietnam veterans, growth in the number of new 
veterans due to Operation Enduring Freedom/Iraqi Freedom/New Dawn, more complex 
medical issues, and more issues per claim. 

The Transformation Plan includes a “hiring surge" by which VBA plans expand its 
current workforce by 2,000 employees to increase capacity to meet claims growth. VBA 
has reported significant progress (approaching 80 percent) in meeting this goal. 
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Recently, VBA introduced Disability Benefit Questionnaires (DBQ), which are 
streamlined medical information collection forms that can be used in place of traditional 
C&P medical examinations, late last year for use with the three new presumptive 
conditions. VBA has also introduced a Fully Developed Claims Program, which it 
describes as the “fastest means of getting a claim processed' 1 and a Quick Pay 
Disability initiative to fast track payments to veterans who have submitted sufficient 
evidence to decide all or part of a claim. While these initiatives have the potential to 
help eliminate the claims backlog, taxpayer dollars are at risk if internal controls 
established for the initiatives are not adequate to detect and minimize the risk of fraud 
and claims processing inefficiencies. We are concerned about potential internal control 
weaknesses in VBA’s new Disability Benefits Questionnaires process, which is one of 
the initiatives that VBA has implemented. We will conduct additional reviews to 
determine whether internal controls established by VA for the various initiatives are 
adequate. 

Question 

5. Mr. Griffin, one thing we all worry about is fraudulent claims, of the current 
claims backlog what percentage do you think are fraudulent? 

Answer 

We have no way of estimating, with any accuracy, the percentage of claims in the 
current backlog that are fraudulent. Since FY 2008, we identified over $30 million in 
C&P fraud of which over $16 million has been recovered. Currently, we have over 500 
open cases involving allegations that people currently receiving VA monetary benefits 
may be doing so fraudulently. 

Based on current work on the expedited roll out of initiatives, such as the use of DBQs 
and the implementation of the Fast Track Claims Processing System, we are concerned 
that VA may not have allowed adequate time to design and evaluate appropriate 
controls to detect and minimize the risk for fraud. For example, VBA will need to verify 
information on DBQs submitted by private physicians, including whether the DBQ was 
completed by an actual physician. We have not identified specific instances of fraud 
during the review; however, we will be making recommendations to improve internal 
controls while these initiatives are still in the early phases of implementation to reduce 
the risk of processing fraudulent claims. Also, it should be noted that due to resource 
limitations, we have not conducted assessments of other recent initiatives VBA has 
implemented to address the claims backlog. 

Question 

6. What recommendations has the IG made to VBA to eliminate fraudulent 
claims? 

Answer 

The Office of Inspector General is committed to conducting a variety of activities to 
identify, investigate and deter cases of compensation, pension, fiduciary, and education 
fraud. As part of the OIG’s strategy, the Office of Audits and Evaluations conducts 
audits and inspections of VBA operations to ensure that controls in place are effective in 
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ensuring that veterans’ benefits reach those who have earned them, and are not 
fraudulently paid out. 

For example, in response to an OIG criminal investigation, we conducted a proactive 
review of VBA’s large retroactive payments {$25,000 and above) to veterans and other 
beneficiaries of VA funds. While large retroactive payments constitute less than 2 
percent of all retroactive payments, they represent over 27 percent of all the retroactive 
funds paid out and amounted to over $2.2 billion distributed from January 2005 - 
February 2008. We found that VBA's internal controls were not effective in identifying 
and preventing large retroactive payments that could be generated using fraudulent 
medical records. In response, VBA established procedures for conducting validation 
reviews of VFIA medical records used to support decisions resulting in large retroactive 
payments. 

Question 

7, In August the VA started a pilot program in Rhode Island to test a 
paperless system and new procedures to improve processing of veterans’ claims 
for disability compensation, how has the pilot progressed? 

Answer 

VBA began the Rhode Island pilot program for this paperless system (the Veterans 
Benefits Management System) in November 2010, later than the original August 2010 
planned date. The target date for completion of the pilot program is May 2011. 
Specifically, the pilot will attempt to scan paper documents, create electronic claim 
folders, and develop the use of optical character recognition. The primary goal of the 
pilot is to test and refine the initial software to ensure that the software operates as 
intended. 

As a result of the pilot’s delayed start, we have not had an opportunity to assess the 
Rhode Island pilot project. We will begin a review of efforts to develop a paperless 
claims processing system and we plan to assess the success of the pilot initiative in 
FY 2012. 

Question 

8. Mr. Griffin, according to the IG semiannual report, 27 percent of benefit 
claims requiring a rating decision were processed in error. These errors involved 
claims related to PTSD, Traumatic Brain Injury, herbicide exposure-related 
disabilities, what recommendations have been provided to VBA to address this 
issue? 

Answer 

We have recommended that regional offices improve oversight of their quality 
assurance program to ensure staff process disability claims correctly, provide refresher 
training to ensure staff maintain necessary claims processing knowledge and skills, and 
coordinate with VHA to ensure medical examiners provide adequate medical evidence 
to support VBA’s disability claims processing decisions. 
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FY 2012 VA Inspector General Budget Request 

Question 

1. Mr. Griffin, according to the FY 2012 budget documentation, the IG’s initial 
budget request transmitted to the Secretary of Veterans Affairs was $1 17.3 
million, however, the request that was submitted to Congress was $109.3 million, 
which is $8 million below the IG’s initial request. Can you please explain the $8 
million difference? 

Answer 

At the time we formulated our FY 2012 budget request, we proposed an initiative to 
expand our oversight of VA's homeless veterans and mental health programs. About 
$3.8 million of the difference can be attributed to the exclusion of this initiative and the 
subsequent decision by the President to freeze Government-wide pay at 2010 levels. 
The remaining difference is attributable to the final OMB decision to set OIG’s funding in 
the President's request at 2010 level. 

Question 

2. Mr. Griffin, was it the Secretary or OMB who reduced your FY 2012 budget 
request? 

Answer 

Our initial request to the Secretary was for $1 17,3 million and included $2.6 million for 
the veterans' homeless and mental health programs oversight initiative. The 
Secretary’s budget request to OMB included $1 14.8 million for OIG and did not include 
the initiative. After appealing the OMB passback amount, the final amount included in 
the President's request for the OIG was $109.3 million. 

Question 

3. Mr. Griffin, obviously the IG thought his office needed $1 17.3 million for FY 
2012 to conduct proper oversight, please explain how the additional $8 million 
would have been used if it were included in your request? 

Answer 

Our original budget request included funding needed to support the annual costs of 
current services for 600 FTE in 2012, and $2.6 million and 12 FTE for an initiative to 
conduct new oversight work on veterans’ homelessness and mental health programs. 
Resources at the current services level would have allowed us to continue the 
expanded oversight begun in 2010 and 201 1 in such critical areas as VBA 
claims/benefits delivery, quality of contracted care, and information technology systems 
development and project management. We will now need to scale back some of the 
oversight work planned in these areas. Under the initiative, we would have added 
clinical staff to conduct focused evaluations of the various homeless-targeted treatment, 
housing assistance, vocational training, transition, and mental health programs VA has 
initiated or expanded in the past few years. In VA’s FY 2012 budget submission, they 
show a total of over $14 billion allocated to eliminate veteran homelessness for FY 
2011, FY 2012, and FY 2013. 
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Question 

4. Mr. Griffin, are there any concerns that your current request, if funded at 
that level, will hurt veterans in critical areas such as health care or claims 
processing? 

Answer 

VA faces many challenges today in meeting the growing demand for health care and 
benefits services for our veterans. The considerable increases in VA program funding 
over the past few years demonstrate that Congress has recognized the significance of 
these challenges and needs. If we are funded at the President's proposed level, then 
the OIG will continue to lag behind the continuing growth in VA funding and programs. 
Our mission is to help VA improve program performance and accountability. If our 
resources do not keep up with VA program growth, then OIG oversight may fall short of 
what is needed. As a result, VA may miss opportunities to improve services, correct 
deficiencies, and achieve savings in its programs, which could increase risks for 
veterans in critical areas such as the quality of health care; the quality and timeliness of 
claims processing for monetary benefits; and the transition to civilian life for the latest 
generation of veterans. 


Post 9/1 1 Gl Benefits Overpayments 

Question 

1 . Mr. Griffin, as you know due to a processing claim backlog the VA offered 
emergency payments to provide relief to veterans affected by the untimely 
processing of claims. What were the reasons for the claims backlog? Was it that 
the program was so popular that all who were eligible or thought they were 
eligible applied for it? 

Answer 

Claims backlogs were caused by the excessive amount of time required to process 
individual claims. VA also did not hire and train enough staff to manage the peak 
workload resulting from the new Post 9/1 1 Gl Bill program. VA recognized that 
enhanced automation was needed to better support claims processing. However, VA 
was unsuccessful in its initial efforts to procure a commercial solution to implement the 
Chapter 33 program in the timeframe allotted. VA subsequently pursued an interim 
solution based on in-house modifications to existing VA information systems. Because 
of limited IT development resources and project complexity, the interim solution 
software could only provide basic functionality and required extensive manual actions 
by an inexperienced workforce. As a result of the claims backlog and the challenges to 
overcoming it, VA issued emergency education payments to provide relief to veterans. 

Question 

2. Ms. Finn, according to the IG report regarding Post 9/1 1 benefits the VA 
inappropriately provided 35,000 emergency payments totaling approximately 
$103 million to ineligible military service members and veterans who did not 
participate in VA’s education programs? What steps have been taken to recover 
this money? 
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Answer 

VA posted the advance payments to recipient accounts as debts. Debt notification 
letters were sent to payment recipients, along with options for settling the debts. These 
options included offsetting the debts with ongoing VA benefits, payment arrangements, 
payments in full, requests for compromises such as participation in a VA work study 
program, disputing the debts, or asking for waivers. 

For delinquent debts, VA's Debt Management Center has the option of referring them to 
the Treasury Offset Program (TOP) for tax offset. Treasury can also collect the debts 
from other Government payments, such as Social Security benefits. Further, VA can 
pursue litigation to recover debts through its General or Regional Counsel. VA would 
have additional information on their efforts on this matter. 

Question 

3. Ms. Finn, in addition to those incorrect payments the VA also provided 
2,700 emergency payments worth $8 million to service members who were 
enrolled in VA education programs, but who did not meet VA criteria for 
emergency payments. My question is twofold, first why were payments made to 
individuals who were ineligible and secondly what steps have been take to 
recover this money? To date how much money has been recovered and how 
much will not be recovered? 

Answer 

VBA began the emergency payments with little notice and limited time to plan and 
consider options on how to proceed. Unclear communication concerning service 
members’ eligibility and a lack of controls to validate school enrollments contributed to 
improper payments to ineligible recipients. As word of the emergency payments 
circulated in the military, it reached service members who had not previously applied for 
VA education benefits and were likely less familiar with eligibility requirements. 

As previously stated, to recover the advance payments, VA sent debt notification letters 
to the payment recipients, along with options for settling the debts. 

We have not performed audit work to assess VA’s recovery efforts, but VA officials 
report considerable progress in recovering the debts. As of March 9,2011, senior VBA 
managers stated they had collected over 74 percent of the total advanced payment 
dollars issued. These officials said they had collection actions ongoing with 90 percent 
of the payment recipients. Of the 90 percent, 53 percent of the individual payments had 
been totally collected and 37 percent had been partially collected. VBA is continuing 
efforts to collect from the remaining 10 percent of the payment recipients. We will 
assess VA’s progress further during a planned audit of VA’s debt management 
functions in FY 2012. 

Question 

4 . Mr. Griffin, as the VA rushed to plan and implement the emergency 
payment initiatives to prevent further hardship to students affected by delays in 
processing claims during implementation of the Post 9/1 1 Gl Bill Why was there 
no contingency plan in place for emergency payments? 
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Answer 

Senior VBA management maintained that they would meet the requirements for 
program implementation and make education payments on August 1, 2009. They did 
not have a contingency plan that included emergency payments. 

Question 

5. Mr. Griffin, the IG report recommended that the Under Secretary for 
Benefits develop a contingency plan for future advance payments that includes 
clear communication on service member eligibility and controls to check for 
eligibility. Has the Under Secretary completed this plan and if the Under 
Secretary has completed it has the IG been able to review it? 

Answer 

In response to our recommendation, the Under Secretary completed the Emergency 
Payments Plan, dated September 28, 2010, and provided a copy to the OIG on 
September 30, 2010. Based on our review, this contingency plan included 
communication and eligibility requirements. As such, VBA met the intent of our 
recommendation and the recommendation was closed on November 5, 2010. 

Veterans Exposed to Unsanitary Conditions 

Question 

1. Dr. Daigh, in addition to what happened at the Cochran Medical Center, a 
similar problem was reported in Dayton, Ohio, and in 2009 similar incidents were 
reported in Miami, Florida, Augusta, Georgia, and Murfreesboro, Tennessee. First 
what can you tell us about Dayton, Ohio, and second why is the VA struggling 
with this issue? 

Answer 

The OIG cannot comment on Dayton specifically at this time. A report on the Dayton 
Dental Clinic will be published in mid-April of this year and we will provide the 
Subcommittee with a copy when it is issued. 

The presentation of properly reprocessed reusable medical equipment to the site of 
health care delivery within the hospital is an industrial process that requires attention to 
detail, clear measures of performance, and dedication to achieve a zero defect 
environment. Effective leadership is required to achieve the desired result of no 
procedure being performed with improperly reprocessed equipment. The steps required 
to reprocess this equipment and measure the status of reprocessed equipment can be 
improved through a coordinated effort by health care providers, industry, and regulators 
to modify the medical equipment and reprocessing methods with the goal of reducing 
the chance of error. I believe that VA struggles with this issue because of the sheer 
size of VA and the complexity of the issues involved. 

Question 

2. Dr. Daigh, has the Veterans Health Administration (VHA) taken the 
necessary actions to address these issues? 
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Answer 

The quality of care imperative is that no patient comes into contact with reusable 
medical equipment that has not been reprocessed correctly. VA’s patient safety 
program emphasizes that any procedure should not go forward if there are concerns by 
any member of the team that patients will be placed at risk. A properly functioning 
hospital should cancel a procedure or shut down a clinic if required to ensure patients 
are protected. 

VA leaders are focused on the issues surrounding the reprocessing of reusable medical 
equipment and have taken important steps to systematically address these issues. The 
elimination of this problem will require zero defects in a very complex environment. We 
believe that VA has taken the required actions necessary to address these issues. We 
also believe that these issues will continue to occur because new equipment and people 
are constantly introduced into these complex processes. 
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[Questions for the Record submitted by Congressman C.W. Bill Young follow:] 

Question 

1 . The President’s 2012 Budget Request increased overall VA funding by 
about 4 percent and discretionary funding by 1 1 percent from 2010 levels, but 
OIG funding would remain at about the 2010 level. What will be the impact on OIG 
operations if you are funded at this level? 

Answer 

After a funding transfer to support the Council of the Inspectors General for Integrity and 
Efficiency and other transfers of financial responsibility from VA to the OIG, the amount 
available to support direct OIG operations in FY 2012 will be less than the levels of FY 
2010 funding and the President's FY 201 1 Budget Request. At the requested funding 
levels, OIG funding will have lagged behind VA funding increases by 35 percent for the 
last 4 years. 

At this reduced level of resources, OIG may have to reduce staffing by up to 15 FTE 
from planned levels. OIG will be able to meet its statutory and mandatory oversight 
work requirements but will have to further triage reactive oversight work requested by 
Congress and the Secretary. 

Question 

2. The OIG devotes a great deal of attention to the quality of care provided by 
VA. Please comment on the quality of care provided to veterans by VA. 

Answer 

VA provides very high quality medical care to veterans when compared to the medical 
care provided by other large networks of care. VA leads the Nation in monitoring the 
quality of medical care at each of its medical centers, as evidenced by the publicly 
available data from the Aspire system (www.hospitalcompare.va.gov/aspire). VA quality 
management and patient safety programs are models for the Nation. VA has taken 
important steps to limit the procedures that are permitted at each hospital to those that 
can be fully supported by the hospital given the capabilities of the staff and services. 
This does not mean that VA is free from challenges. Over the last few years, VA has 
improved the data used to support credentialing and privileging actions. VA must 
provide one high quality standard of care in all areas of the United States. This mission 
requires VA to adjust to the variable resources available from the private sector in 
fulfilling its mission and increases the challenge to provide high quality medical care in 
all locations across the country. In any ranking of hospitals, there is always a group that 
needs to improve to achieve expected results. This is true in VA, where those in the 
lower quartile need to improve to meet the high standards of the mean. VA is currently 
working to improve processes related to ensuring that reusable medical equipment is 
provided to the clinician in the proper condition. There remains work to be done to 
minimize the risk that veterans are exposed to improperly reprocessed equipment. 



82 


[Questions for the Record submitted by Congressman Farr follow:] 


Post 9/1 1 Gl Bill 

Question 

1. Did Congress appropriate enough money to administer the Post 9/1 1 Gl Bill 
claims? 

Answer 

We did not assess whether Congress appropriated enough money to administer the 
Post 9/1 1 Gl Bill claims. However, we believe VA faced a major challenge in 
developing within approximately 13 months a new, highly complex eligibility and 
payment system for claimants to receive benefits under the new program. In addition, 
VA had significant challenges given the limited processing capacity of its education 
workforce, inadequate communication about the implementation schedule for the 
program, and problems in IT development, including a combination of tight schedules, 
minimal software development staff, and multiple concurrent development phases. 

Question 

2, Did VA adequately manage its resources to implement the Post 9/1 1 Gl Bill 
program? Why or why not? 

Answer 

We believe VA could have improved its resource management to implement the Post 
9/1 1 Gl Bill Program. The program significantly expanded education benefits for 
qualified persons beginning with the Fall 2009 school term. However, due to a claims 
processing backlog and challenges implementing the new program, VA issued 122,000 
emergency payments to prevent further hardship to students affected by delays in 
processing education claims. 

A lack of sufficient, experienced staff contributed to the claims processing delays. By 
February 2009, both the OIG and Booz Allen Hamilton, consultant to the Secretary, had 
questioned the adequacy of VA’s staffing plans and supporting analysis. In initial 
staffing plans, VA underestimated its need for additional personnel due to several faulty 
assumptions, including estimating staff levels based on annual workloads rather than 
peak season workloads, erroneously counting headquarters personnel in calculating the 
staff needed to directly process claims, and not using realistic estimates of the time 
inexperienced examiners needed to work claims or the time required to train new 
examiners to work independently. 

In addition, limited software functionality hindered VA's processing of initial Post 9/1 1 Gl 
Bill claims. VA initially sought a high level of automation to meet the new need to 
calculate multiple benefit payments per student enrollment. However, VA was unable to 
obtain adequate contractor proposals to develop and deliver a highly automated system 
within the 13-month timeframe allotted. VA’s interim solution provided limited 
functionality and relied on claims examiners to perform extensive manual procedures to 
process claims. In 2010, VA implemented the first four phases of its long-term solution 
(LTS) for full automation of education claims processing: the Department is currently 
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enhancing the LTS to address automation enhancements imposed by a recent revision 
to the Post 9/1 1 Gi Bill. 

Question 

3. Aside from the Post 9/1 1 GI Bill are there other VA programs that need 
more resources for personnel to prevent similar overpayment problems? In other 
words, where else can we avoid being penny wise and pound foolish? 

Answer 

Our past oversight supports that VBA's priority is on processing new claims. However, 
we have issued reports that have identified opportunities for VBA to prevent 
overpayment problems. For example, during the Audit of 100 Percent Disability 
Evaluations (Report No. 09-03359-71, issued January 24, 2011), we assessed whether 
VBA had adequate procedures to correctly assign 100 percent disability evaluations as 
either permanent or temporary; and effectively monitor and adjust temporary 100 
percent disability evaluations. We projected that VARO staff did not adequately process 
1 00 percent disability evaluations for about 27,500 (1 5 percent) of approximately 
181 ,000 veterans. Generally, this occurred because staff did not enter required future 
medical exam dates into VBA’s electronic records. 

VBA paid veterans a net amount of about $943 million in compensation benefits without 
adequate medical evidence. Without further action to adjust the benefits, the payments 
will continue and VBA will overpay these veterans a projected $1.1 billion over the next 
5 years. We recommended the Acting Under Secretary for Benefits take actions to 
increase VBA’s oversight of 100 percent disability evaluations. These actions include 
establishing an automated mechanism to ensure future exam dates are included in the 
electronic records and providing VARO staff the necessary training. We also 
recommended the Acting Under Secretary for Benefits ensure claims folders with 
temporary evaluations are located at the VARO. Lastly, VBA needs to conduct a review 
of all temporary 100 percent disability evaluations to ensure each evaluation has a 
future exam date entered in the electronic record. VBA did not agree with the reported 
findings or projections, but agreed to all of the report recommendations and provided 
acceptable implementation plans. In another example, our FY 2010 Review of Veterans 
Benefits Administration’s Pension Management Centers (Report No. 10-00639-135, 
issued March 30, 2011) found that VBA was not processing the workload associated 
with Income Verification Matches timely. The PMCs do not have a timeliness standard 
for completing IVMs. We estimated the potential risks of overpayments at $205 million. 

In our opinion, these overpayments are preventable by processing IVM workload timely. 
Lastly, we would note that VBA does not try to recover payments made to veterans and 
beneficiaries as a result of administrative errors. We are currently evaluating VA's 
implementation of Executive Order 13520, Reducing Improper Payments and 
Eliminating Waste in Federal Programs (November 23, 2009), to determine if VA's FY 
2010 First Quarter High-Dollar Overpayment Report was accurate. Preliminary results 
support that VBA's Compensation and Pension Service does not ask the veteran to 
repay a resulting overpayment from an administrative error. While the decision to not 
collect these overpayments is a policy decision, VBA can easily reduce or prevent 
overpayments of this nature through improvements in its business processes. 
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VETERANS AFFAIRS BUDGET 

WITNESS 

HON. ERIC K. SHINSEKI, SECRETARY, U.S. DEPARTMENT OF VET- 
ERANS AFFAIRS 

Opening Statement of the Chairman 

Mr. Culberson. The Appropriations Subcommittee on Military 
Construction and Veterans Affairs will come to order. It is our 
privilege today to welcome the Secretary of the Department of Vet- 
erans Affairs, General Shinseki. It really is a great privilege to 
have you here, sir. We want to thank you for your service to this 
Nation, for coming out of retirement to serve in this vitally impor- 
tant and very difficult and challenging job. We deeply appreciate 
your dedication and your extraordinary commitment to this great 
Nation. We are honored and grateful to you, sir, for your service. 

And we are all reminded by the recent death of Frank Buckles, 
the last surviving American veteran of World War I, how important 
a role the VA plays in providing top-quality medical care to our 
veterans. It is extraordinary that Mr. Buckles is a veteran of both 
World War I and World War II, and our staff tells me that the Vet- 
erans Administration is still providing benefits to two survivors of 
veterans of the Civil War, which is extraordinary. 

Another reminder of how young this Nation is, my grandmother 
used to tell me about her father. My great-grandfather was so hun- 
gry walking home from the war that he had to eat corn left over 
by the horses in the road because it was after harvest. I said, 
“What war do you mean, do you mean World War I?” And she said, 
“No, the war.” And of course, being we are from Texas and they 
were from Georgia, she was talking about the great war, the war 
between the States. She called it the war of northern aggression. 
But it was that recent in her mind that it has always impressed 
me how young this Nation is, that she was able to tell me that 
story which is still so vivid in her mind of how hungry people were 
after the end of the war. 

It reminds you of what a young nation we have and what an ex- 
traordinarily important role you have, sir, in ensuring that our vet- 
erans are not only given the best possible medical care, physical 
therapy. And then in so many other ways the Veterans Administra- 
tion provides an absolutely vital service to our men and women in 
uniform when they retire. 

We are all, of course, on this committee equally committed to 
make sure that you get all the resources you need and the help you 
need, sir, to complete your vital mission. 

We also know in this terribly weak economy and the terrible def- 
icit we face as a Nation, how difficult it is to make sure that we 

( 85 ) 
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are fully funding all the responsibilities of government, but I know 
the entire Congress considers the support that we give to the VA 
one of the absolutely essential parts of our job. The funding we give 
to the VA, to our veterans, is essentially sort of like a national 
mortgage payment, something we are going to make sure that gets 
done in a way without regard to party, and arm in arm on this sub- 
committee. 

Mr. Bishop and I had sent you a letter, Mr. Secretary, asking for 
ideas and suggestions on how we could achieve savings in the VA 
budget without affecting patient care. We got your response this 
week and deeply appreciate it. We did note that the response es- 
sentially repeats proposals that had already been made in the fis- 
cal year 2012 budget request and, of course, depending on the 
budget allocation this subcommittee receives, we would anticipate 
coming back to you, sir, and looking for ways to save. And whether 
it be in the construction of hospitals and there may be certainly 
other ways, perhaps in IT or ways that — there absolutely have got 
to be ways we can save money in the operation and administration 
of the VA that would not affect patient care. And we want to look 
forward to working with you to help find those savings. 

We are looking forward today, sir, to hearing your testimony re- 
garding the highlights of your fiscal year 2012 budget request. And 
we certainly have your written testimony and will make that a part 
of the record and welcome your summarization of the testimony. 
And as we always do throughout our hearings, we will adhere to 
a very loose 5-minute rule. I want to make sure members have got 
an opportunity to ask questions. And all of us, I know, are respect- 
ful and mindful of the fact that we have got other members that 
need to ask questions. So each one of us, I would be confident, will 
do our best to keep it as close to 5 minutes as we can, being mind- 
ful of our colleagues, giving them a chance to speak. 

It is a privilege now to introduce our ranking member, the gen- 
tleman from Georgia, Mr. Bishop, for any comments he would like 
to make. 


Opening Statement of the Ranking Member 

Mr. Bishop. Thank you very much, Mr. Chairman, for yielding. 

Mr. Secretary, we are all grateful for your distinguished service 
to our Nation. As a soldier, as Chief of Staff of the Army, and now 
as Secretary of Veterans Affairs, there is no budget more deserving 
of our attention than the VA budget. We have asked a new genera- 
tion of heroes to sacrifice on behalf of our country and we have an 
obligation to take care of them when they come home. 

Since the 110th Congress, this committee has added $27 billion 
to the VA’s discretionary budget. We provided a 75 percent increase 
to the Veterans Health Administration. That has resulted in an ad- 
ditional 3,389 doctors, 14,316 nurses, 145 community-based out- 
patient clinics, 92 new vet centers, and 70 mobile vet centers that 
service rural communities. 

In addition, Congress created advanced appropriations for the 
three medical accounts which created a stable and uninterrupted 
source of funding for medical care a year in advance. Given the dif- 
ficulties that we have had passing a CR this year, having the fore- 



87 


sight has proven to be quite valuable. And thank you, Mr. Sec- 
retary, for your leadership in that regard. 

We also established a historic new GI bill for tuition assistance, 
educational materials, and housing assistance for the newest gen- 
eration of veterans. As of October 2010, 442,000 students were re- 
ceiving this benefit. We provided $13.4 billion in Agent Orange 
supplemental funding, the financed benefit payments to over 
153,000 veterans and their survivors for presumptive disability 
claims associated with that service in Vietnam. We added 10,200 
disability claims processors, resulting in a 70 percent increase in 
claims processed from 774,000-plus claims in 2006 to 1.3 million 
projected for 2011. 

We appreciate that very much, although, Mr. Secretary, as you 
know, veterans are still having to suffer the backlog. In the fiscal 
year 2012 budget, it hasn’t received a lot of attention because we 
haven’t completed fiscal year 2011. But based on my review, the 
fiscal year 2012 budget request will provide the Department with 
the resources that you need to continue improving the quality of 
the accessibility to health care benefits and services for our Na- 
tion’s veterans. 

We all know that the VA can improve the service that it provides 
to our veterans, but as George Washington once said, the willing- 
ness with which our young people are likely to serve in any war, 
no matter how justified, is directly proportional to how they per- 
ceive the veterans of earlier wars were treated and appreciated. 

Mr. Chairman, I hope that as we complete fiscal year 2011 and 
move to fiscal year 2012, these words spoken by George Wash- 
ington will resonate with this committee, and that we will continue 
to do all that we can for our Nation’s veterans. 

Thank you for yielding me the time and I look forward to the tes- 
timony, Mr. Secretary. 

Mr. Culberson. Thank you, Mr. Bishop. 

Mr. Culberson. Mr. Secretary, it is our privilege to recognize 
you, sir, and we look forward to your testimony. 

Statement of the Witness 

Secretary Shinseki. Thank you, Chairman Culberson. Ranking 
Member Bishop, distinguished members of the subcommittee; 
thank you, and I mean that genuinely. Thank you for this oppor- 
tunity to present the President’s 2012 budget and 2013 advance ap- 
propriations requests for the Department of Veterans Affairs. This 
subcommittee — and I speak with 2 years’ hindsight here — but this 
subcommittee’s support for our Nation’s veterans has always been 
unequivocal and unwavering, and I thank the members for that 
commitment. 

I also thank the members for the generosity of their time and 
having allowed me to come by and meet them prior to the hearing. 

Let me also acknowledge I think we may have some members of 
our veterans service organizations present, and I would just go over 
here that their insights are helpful as we try to identify priorities 
and how we resource our programs. 

Mr. Chairman, thank you for admitting my written statement. 
Let me go on to say that to resource the VA’s mission of serving 
veterans, the President’s budget request would provide $132.2 bil- 
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lion in year 2012, $61.9 billion in discretionary funding and $71.3 
billion in mandatory funding. Our discretionary budget request 
represents an increase of $5.9 billion, 10.6 percent over the 2010 
enacted level. These budget requests for 2012 and 2013 would 
allow for continued transformation of VA into an innovative 21st 
century organization that is people-centric, results-driven, and for- 
ward-looking. And I can talk about what those things mean later. 

But these are strategic goals we established 2 years ago in con- 
cert with guidance the President provided with hindsight of his 
time serving in the other body. 

It also enables pursuit of our three key transformation priorities: 
expanding access to VA benefits and services, reducing and ulti- 
mately eliminating the claims backlog, and ending veterans home- 
lessness by 2015, three visible and urgent issues for veterans. 

Let me touch on them very quickly. This budget request allows 
the VA to increase access for veterans affected by Agent Orange, 
for women veterans, for those living in rural areas, and for vet- 
erans suffering from PTSD and TBI among other priorities. We are 
transitioning from inpatient to outpatient settings and increasing 
the use of telemedicine and in-home health care to increase access 
and reduce avoidable travel. 

The Veterans Relationship Management Initiative (VRM) will 
provide veterans, their families and survivors, with direct, easy, 
and secure access to all VA programs and provide VA employees 
with the updated tools they have needed for so long to better serve 
our VA clients, those veterans. 

Backlog. One of VA’s highest priority goals is to eliminate the 
disability claims backlog by 2015, ensuring all veterans receive a 
quality decision in no more than 125 days. 

Homelessness. Two years ago, there were approximately 131,000 
homeless veterans on any given night. Today that estimate is down 
to around 76,000 veterans. We are making progress and I think we 
have some good programs going on here. This budget request al- 
lows us to continue pursuing a goal of eliminating veterans home- 
lessness by 2015. 

For over 2 years now, we have established and reinforced inside 
VA the importance of right behaviors, disciplines, processes, and 
the kind of leadership that is going to take us where we need to 
go to become more effective, more accountable, and more efficient 
as an organization. Our budget is large and complex, the largest 
integrated health care system in the country, the largest cemetery 
system in the country, repeatedly recognized as the country’s top 
performer in customer satisfaction over the past 10 years — private, 
public, profit, nonprofit; the country’s second largest educational 
assistance program; the only zero down payment guaranteed home 
loan program in the Nation with the lowest foreclosure rates in all 
categories of mortgage loans; and finally, the seventh largest life 
insurance enterprise in the country with a 96 percent customer sat- 
isfaction rating. 

As I have been asked in times past, why is the VA enterprise so 
large and complex? Well, it hasn’t happened in the last 2 years 
since Shinseki’s arrival, I can assure you, but as I look back over 
our history, these came about because in times past, those who 
wore the Nation’s uniforms were often unable to either acquire or 
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afford these services on their own. And hence the VA’s mission to 
care for those who have borne the battle, and their spouses and or- 
phans, which was well articulated by President Lincoln 146 years 
ago, remains the mantra today for the Department. 

The budget request is VA’s plan for meeting our obligations to 
all generations of veterans effectively, accountably, and efficiently. 
And I will continue to do everything possible to ensure that we 
wisely use the funds that Congress appropriates to VA to improve 
the quality of life for veterans, innovatively and transparently. 

Again, thank you for this opportunity to appear today and for 
your continued unwavering support. I look forward to your ques- 
tions, Mr. Chairman. 

Mr. Culberson. Thank you, Mr. Secretary. 

[The information follows:] 
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HOUSE APPROPRIATIONS COMMITTEE 
SUBCOMMITTEE ON MILITARY CONSTRUCTION, VETERANS AFFAIRS 
AND RELATED AGENCIES 
BUDGET REQUEST FOR FISCAL YEAR 2012 

MARCH 16, 2011 

Chairman Culberson, Ranking Member Bishop, Distinguished Members of the 
House Appropriations Committee, Subcommittee on Military Construction, Veterans 
Affairs and Related Agencies. 

Thank you for the opportunity to present the President’s 2012 Budget and 2013 
Advance Appropriations Requests for the Department of Veterans Affairs (VA). Budget 
requests for this Department deliver the promises of Presidents and fulfill the obligations 
of the American People to those who have safeguarded us in times of war and peace. 

Today, the Nation's military remains deployed overseas as it has during the last 9 
years of major conflict. Our requirements have grown over the past two years as we 
addressed longstanding issues from past wars and watched the requirements for those 
fighting the current conflicts grow significantly. These needs will continue long after the 
last American combatant departs Iraq and Afghanistan. It is our intent to continue to 
uphold our obligations to our Veterans when these conflicts have subsided, something 
that we have not always done in the past. Not upholding these obligations in the past 
has left at least one generation of Veterans struggling in anonymity for decades. We, 
who sent them, owe them better. 

VA has an obligation to track, communicate to stakeholders, and take decisive 
action to consistently meet the requirements of our Nation’s Veterans for care and 
services. We pay great attention to detail but there are many factors in the health care 
market that we cannot control. We must mitigate the risk inherent when requirements 
for Veterans’ care and services, and costs in the healthcare market, exceed our 
estimates. This request is the Department's plan for managing that risk and meeting our 
obligations to all Veterans effectively, accountably, and efficiently. 

The President’s budget for 2012 requests $132 billion — $62 billion in 
discretionary funds and $70 billion in mandatory funding. Our discretionary budget 
request represents an increase of $5.9 billion, or 10.6 percent, over the 2010 enacted 
level. 
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Our plans for 2012 and 2013 pursue strategic goals we established two years 
ago to transform VA into an innovative, 21 st century organization that is people-centric, 
results-driven, and forward-looking. These strategic goals seek to reverse in-effective 
decision making, systematic inefficiency, and poor business practices in order to 
improve quality and accessibility to VA healthcare, benefits, and services; increase 
Veteran satisfaction; raise readiness to serve and protect in a time of crisis; and 
improve VA internal management systems to successfully perform our mission. We 
seek to serve as a model of governance, and this budget is shaped to provide VA both 
the tools and the management structure to achieve that distinction. 

For almost 146 years now, VA and its predecessor institutions have had the 
singular mission of caring for those who have “borne the battle” and their survivors. 
This is our only mission, and to do that well, we operate the largest integrated 
healthcare system in the country; the eighth largest life insurance entity covering both 
active duty members as well as enrolled Veterans; a sizable education assistance 
program; a home mortgage enterprise which guarantees over 1.4 million Veterans’ 
home loans with the lowest foreclosure rate in the Nation; and the largest national 
cemetery system, which continues to lead the country as a high performing institution. 

For two years now, we have disciplined ourselves to understand that successful 
execution of any strategic plan, especially one for a Department as large as ours, 
requires good stewardship of resources entrusted to us by the Congress. Every dollar 
counts, both in the current constrained fiscal environment and during less stressful 
times. Accountability and efficiency are behaviors consistent with our philosophy of 
leadership and management. The responsibility of caring for America's Veterans on 
behalf of the American people demands unwavering commitment to effectiveness, 
accountability, and in the process, efficiency. In the past two years, we have 
established and created management systems, disciplines, processes, and initiatives 
that help us eliminate waste. 


Stewardship of Resources 

VA has made great progress instilling accountability and disciplined processes by 
establishing our Project Management Accountability System (PMAS), This approach 
has created an information technology (IT) organization that can rapidly deliver 
technology to transform VA. PMAS is a disciplined approach to IT project development 
whereby we hold ourselves and our private-sector partners accountable for cost, 
schedule and performance. In just one year, PMAS exceeded an 80% success rate of 
meeting customers’ milestones. 

In addition to PMAS, we adopted a new acquisition strategy to make more 
effective use of our IT resources. This new strategy, Transformation Twenty-One Total 
Technology (T4 - for short), will consolidate our IT requirements into 15 prime contracts, 
leveraging economies of scale to save both time and money and enable greater 
oversight and accountability. T4 also includes significant goals for subcontractors and 
other protections to make sure Veteran-owned small businesses get a substantial share 
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of the work. Seven of the 1 5 prime contracts are reserved for Veteran-owned small 
businesses, and four of the seven are reserved for service-disabled small businesses. 

In developing the 2012 budget, VA used an innovative, Department-wide process 
to define and assess VA’s capital portfolio. This process for Strategic Capital 
Investment Planning (SCIP) is a transformative tool enabling VA to deliver the highest 
quality of services by investing in the future and improving efficiency of operations. 

SCIP has captured the full extent of VA infrastructure and service gaps and developed 
both capital and non-capital solutions to address these gaps through 2021 . SCIP also 
produced VA's first-ever Department-wide integrated and prioritized list of capital 
projects, which is being used to ensure that the most critical infrastructure needs are 
met, particularly in correcting safety, security, and seismic deficiencies, and creating 
consistent standards across the system. 

The use of metrics to monitor and assess performance is another key strategy 
we employ to ensure the effective use of resources and accountability. For example, in 
November 2010, VA launched two online dashboards to offer transparency of the 
clinical performance of our healthcare system to the general public. First, VA's Linking 
Information Knowledge and Systems (LinKS) provides outcome measurement data in 
areas such as acute, intensive, and outpatient care. This allows management to assess 
a specific medical facility's performance against other facilities while, at the same time, 
serving as a motivational tool to improve performance. The dashboard, Aspire, 
compiles data from VA's individual hospitals and hospital systems to measure 
performance against national private-sector benchmarks. Financial and performance 
metrics also provide the foundation for monthly performance reviews that are chaired by 
the Deputy Secretary. These monthly meetings play a vital role in monitoring 
performance throughout the Department, and are designed to ensure both operational 
efficiency and the achievement of key performance targets. 

We also demonstrated our ongoing commitment to effective stewardship of our 
financial resources by obtaining our 12 th consecutive unqualified (clean) audit opinion 
on VA’s consolidated financial statements. In 2010, we were successful in remediating 
3 of 4 longstanding material weaknesses, a 75 percent reduction in just one year. We 
also began implementation of a number of key management initiatives that will allow us 
to better serve Veterans by getting the most out of our available resources: 

• Reducing improper payments and improving operational efficiencies in our 
medical fee care program will result in estimated savings of $150 million in 
2011. This includes continued expansion of the Consolidated Patient 
Account Centers to standardize VA's billing and collection activities. 

• Implementing Medicare's standard payment rates will allow VA to better 
plan and redirect more funding into the provision of healthcare services. 
The estimated savings of this change in business practices in 2011 is 
$275 million. 
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• Consolidating contracting requirements, adopting strategic sourcing and 
other initiatives will reduce acquisition costs by an estimated $177 million 
in 2011. 

The effective use of information technology is critical to achieving efficient 
healthcare and benefits delivery systems for Veterans. To accelerate the process for 
adjudicating disability claims for new service-connected presumptive conditions 
associated with exposure to Agent Orange, we implemented a new on-line claims 
application and processing system. 

A recent independent study, which covered a 1 0-year period between 1 997 and 
2007, found that VA’s health IT investment during the period was $4 billion, while 
savings were more than $7 billion 1 . More than 86 percent of the savings were due to 
the elimination of duplicated tests and reduced medical errors. The rest of the savings 
came from lower operating expenses and reduced workload. VA is continuing to 
modernize its electronic medical records to optimally support healthcare delivery and 
management in a variety of settings. This effort includes migrating the current 
computerized patient record system into a modern, Web-based electronic health record. 

Advance appropriations for VA medical care require a multi-year approach to 
budget planning whereby one year builds off the previous year. This provides 
opportunities to more effectively use resources in a constrained fiscal environment as 
well as to update requirements. 

Multi-Year Plan for Medical Care Budget 

The 2012 budget request for VA medical care of $50.9 billion is a net increase of 
$240 million over the 2012 advance appropriations request of $50.6 billion in the 2011 
budget. This is the result of an increase of $953 million associated with potential 
increased reliance on the VA healthcare system due to economic employment 
conditions, partially offset by a rescission of $713 million which reflects the cumulative 
impact of the statutory freeze on pay raises for Federal employees in 201 1 and 2012. 
The 2013 request of advance appropriations is $52.5 billion, an increase of $1 .7 billion 
over the 2012 budget request. 

The establishment of a Contingency Fund of $953 million for medical care is 
requested in 2012. These contingency funds would become available for obligation if 
the Administration determines that additional costs, due to changes in economic 
conditions as estimated by VA’s Enrollee Health Care Projection Model, materialize in 
2012. This economic impact variable was incorporated into the Model for the first time 
this year. Based on experience from 2010, the need for this fund will be carefully 
monitored in 201 1 and 2012. This cautious approach recognizes the potential impact of 
economic conditions as estimated by the Model to ensure funds are available to care for 


The Value From Investments In Health Information Technology At The U.S. Department Of 
Veterans Affairs , Colene M Byrne, Lauren M. Mercincavage, Eric C Pan, Adam G Vincent, Douglas 
S Johnston, and Blackford Middleton , Health Aff April 2010 29 4629-638. 
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Veterans, while acknowledging the uncertainty associated with the new methodology 
incorporated into the Model estimates. 

Another key building block in developing the 2012 and 2013 budget request for 
medical care is the use of unobligated balances, or carryover, from 2011 to meet 
projected patient demand. This carryover of more than $1 billion, which includes 
savings from operational improvements, supports anticipated costs for providing 
medical care to Veterans in 2012 and 2013 and is factored into VA's request for 
appropriations. This is a vital component of our multi-year budget and any reductions in 
the amount of 2011 projected carryover funding would require increased appropriations 
in 2012 and 2013. 


Transforming VA 

The Department faces an increasingly challenging operating environment as a 
result of the changing population of Veterans and their families and the new and more 
complex needs and expectations for their care and services. Transforming VA into a 
21st-century organization involves a commitment to many broad challenges: to stay on 
the cutting edge of healthcare delivery; to lay the foundation for safe, secure, and 
authentic health record interoperability; to deliver excellent service for Veterans who 
apply for disability and education benefits; and to create a modern, efficient, and 
customer-friendly interface that better-serves Veterans. In this journey, we are focusing 
on opportunities to improve our efficiency and effectiveness and the individual 
performance of our employees. 

Our health informatics initiative is a foundational component for VA’s transition 
from a medical model to a patient-centered model of care. The delivery of healthcare 
will be better tailored to the individual Veteran, yet utilize treatment regimens validated 
through population studies. Veterans will receive fewer unnecessary tests and 
procedures and more standardized care based on best practices and empirical data. 

The purpose of the VA Innovation Initiative (VAi2) is to identify, fund, and test 
new ideas from VA employees, academia, and the private sector. The focus is on 
improving access, quality, performance, and cost. VA remains committed to the best 
system of delivering quality care and benefits to Veterans. VAi2 plays an important role 
by enabling the use of promising technologies in the design of cost-effective solutions. 
For example, TBI Toolbox pilot, located at McGuire VA Medical Center in Richmond, 
Virginia, will test a software tool to standardize data gathered from brain injury 
treatments. The strategy will allow sharing of rapidly evolving treatment guidelines at VA 
polytrauma centers and Department of Defense medical facilities, as well as patient 
progress and outcomes. 

The 2012 budget continues our focus on three key transformational priorities I 
established when I became Secretary; Expanding access to benefits and services; 
reducing the claims backlog; and eliminating Veteran homelessness by 2015. These 
priorities address the most visible and urgent issues in VA, 
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Expanding Access to Benefits and Services 

Expanding access to healthcare and benefits for underserved Veterans is vital to 
VA’s success in best-serving Veterans of all eras. 

The Veterans Relationship Management (VRM) initiative will provide Veterans, 
their families, and survivors with direct, easy, and secure access to the full range of VA 
programs through an efficient and responsive multi-channel program, including phone 
and Web services VRM will provide VA employees with up-to-date tools to better serve 
VA clients, and empower clients through enhanced self-service capabilities. Expanding 
the self-service capabilities of the eBenefits on-line portal is one of the early successes 
of the VRM program in 2010, and expansion of eBenefits functionality continues through 
quarterly releases and programs to engage new users. 

VA also saw significant progress in expanding access to Veterans. In July 2010, 
the Center for Women Veterans sponsored a forum to highlight enhancements in VA 
services and benefits for women Veterans which resulted in an information toolkit tor 
advocates such as Veteran Service Organizations to share with their constituencies. 

Outreach was extended directly to women when, for the first time in 25 years, VA 
surveyed women Veterans across the country to (1) identify in a national sample the 
current status, demographics, healthcare needs, and VA experiences of women 
Veterans; (2) determine how healthcare needs and barriers to VA healthcare differ 
among women Veterans of different generations; and (3) assess women Veterans' 
healthcare preferences in order to address VA barriers and healthcare needs. The 
interim report, released in summer 2010, informs policy and planning and provides a 
new baseline for program evaluation with regard to Veterans' perceptions of VA health 
services. The final report will be released in spring 201 1 . 

The Enhancing the Veteran Experience and Access to Healthcare (EVEAH) 
initiative will expand healthcare for Veterans, including women and rural populations. 
Care alternatives will be created to meet these special population access needs, 
including the use of new technology. Where technology solutions safely permit, VA has 
already transitioned from inpatient to outpatient settings through the use of tele- 
medicine, in-home care, and other delivery innovations. 

One area of success is our expansion of telehome health-based clinical services 
in rural areas, which increases access, and reduces avoidable travel for patients and 
clinicians. In 2010, the total average daily census in telehome health was 31,155. This 
program will continue to expand to an estimated average daily census of 50,147 in 
2012, an increase of 60 percent over 2010. 

Through the Improve Veteran Mental Health (IVMH) initiative more Veterans will 
have access to the appropriate mental health services for which they are eligible, 
regardless of their geographic location. VA is leveraging the virtual environment with 
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services such as the Veterans’ Suicide Prevention Chat Line and real-time clinical video 
conferences. 


Reducing the Claims Backlog 

One of VA's highest priority goals is to eliminate the disability claims backlog by 
2015 and ensure all Veterans receive a quality decision (98 percent accuracy rate) in no 
more than 125 days. VBA is attacking the claims backlog through a focused and multi- 
pronged approach. At its core, our transformational approach relies on three pillars: a 
culture change inside VA to one that is centered on advocacy for Veterans; 
collaborating with stakeholders to constantly improve our claims process using best 
practices and ideas; and deploying powerful 21st century IT solutions to simplify and 
improve claims processing for timely and accurate decisions the first time. 

The Veterans Benefits Management System (VBMS) initiative is the cornerstone 
of VA’s claims transformation strategy. It integrates a business transformation strategy 
to address process and people with a paperless claims processing system. Combining 
a paperless claims processing system with improved business processes is the key to 
eliminating the backlog and providing Veterans with timely and quality decisions. The 
Virtual Regional Office, completed in May 2010, engaged employees and subject-matter 
experts to determine system specifications and business requirements for VBMS. The 
first VBMS pilot began in Providence in November 2010. Nationwide deployment of 
VBMS is expected to begin in 2012. 

VA is encouraging Veterans to file their Agent Orange-related claims through a 
new on-line claims application and processing system. Vietnam Veterans are the first 
users of this convenient automated claims processing system, which guides them 
through Web-based menus to capture information and medical evidence for faster 
claims decisions. While the new system is currently limited to claims related to the new 
Agent Orange presumptive conditions of Parkinson's Disease, Ischemic Heart Disease, 
and Hairy Cell Leukemia’s, we will expand it to include claims for other conditions. 

VA also published the first set of streamlined forms capturing medical information 
essential to prompt evaluation of disability compensation and pension claims, and 
dozens more of these forms are in development for various disabilities. The content of 
these disability benefit questionnaires is being built into VA’s own medical information 
system to guide in-house examinations. Veterans can provide them to private doctors 
as an evidence guide that will speed their claims decisions. 

Another initiative to reduce the time needed to obtain private medical records 
utilizes a private contractor to retrieve the records from the provider, scan them into a 
digital format, and send them to VA through a secure transmission. This contract frees 
VA staff to focus on processing claims more quickly. 

Additional claims transformation efforts deployed nationwide in 2010 include the 
Fully Developed Claims initiative to promptly rate claims submitted with all required 
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evidence and an initiative to proactively reach out to Veterans via telephone to quickly 
resolve claims issues. 

VA needs these innovative systems and initiatives to expedite claims processing 
as the number of claims continue to climb. The disability claims workload from returning 
war Veterans, as well as from Veterans of earlier periods, is increasing each year. 
Annual claims receipts increased 51 percent when comparing receipts from 2005 to 
2010 (788,298 to 1,192,346). We anticipate claims receipts of nearly 1.5 million in 2011 
(including new Agent Orange presumptive) and more than 1 .3 million claims in 2012. 
The funding request in the President's budget for VBA is essential to meet the 
increasing workload and put VA on a path to achieve our ultimate goal of no claims over 
125 days by 2015. 


Eliminating Veteran Homelessness 

VA has an exceptionally strong track record in decreasing the number of 
homeless Veterans. Six years ago, there were approximately 195,000 homeless 
Veterans on any given night; today, there are about 75,600. VA uses a multi-faceted 
approach by providing safe housing; outreach; educational opportunities; mental 
healthcare and treatment; support services; homeless prevention services, and 
opportunities to return to employment. The National Call Center for Homeless has 
received 13,000 calls since March 2010, and 18,000 Veterans and families of Veterans 
have been provided permanent housing through VA and Housing and Urban 
Development Department programs. These Veterans were also provided with 
dedicated case managers and access to high-quality VA healthcare. 

The Building Utilization Review and Repurpose (BURR) study is using VA’s 
inventory of vacant/underutilized buildings to house homeless and at-risk Veterans and 
their families, where practical. Congress allocated $50 million to renovate unused VA 
buildings and VA has identified 94 sites with the potential to add approximately 6,300 
units of housing through public/private ventures using VA’s enhanced-use lease 
authority. This legislative authority is scheduled to lapse at the end of calendar year 
201 1 . The Administration remains committed to this important program, and a proposal 
to address the expiration will accompany the Department's legislative package 
submitted through the President’s Program. In addition to helping reduce 
homelessness, vacant building reuse is being considered for housing for OEF/OIF/OND 
Veterans, poly-trauma patients, assisted living, and seniors. 

Homelessness is both a housing and healthcare issue, heavily burdened by 
depression and substance abuse. Our 2012 budget plan also supports a 
comprehensive approach to eliminating Veteran homelessness by making key 
investments in mental health programs. 

The 2012 budget includes $939 million for specific programs to prevent and 
reduce homelessness among Veterans. This is an increase of 17.5 percent, or $140 
million over the 201 1 level of $799 million. This increase includes an additional $50.4 
million to enhance case management for permanent housing solutions offered through 
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the Housing Urban Development-VA Supported Housing (HUD-VASH) program. These 
funds are required to maintain the services that keep Veterans rescued from 
homelessness sheltered; get the remaining men and women off the streets whom we 
have not reached in the past; and, prevent additional Veterans from becoming 
homeless during a time of war and difficult economic conditions. 

Mental Health 

The mental health of Veterans is a more important issue now than ever before, 
as increasing numbers of Veterans are diagnosed with mental health conditions, often 
coexisting with other medical problems. More than 1.2 million of the 5.2 million 
Veterans seen in 2009 in VA had a mental health diagnosis. This represents about a 40 
percent increase since 2004. 

Veterans of Iraq and Afghanistan rely on mental healthcare from VA to a greater 
degree than earlier groups of Veterans. Diagnosis of PTSD is on the rise as the 
contemporary nature of warfare increases both the chance for injuries that affect mental 
health and the difficulties facing Veterans upon their return home. In addition, mental 
health issues are often contributing factors to Veterans’ homelessness. 

In order to address this challenge, VA has significantly invested in our mental 
healthcare workforce, hiring more than 6,000 new mental healthcare workers since 
2005. In 2010, VA hired more than 1,500 clinicians to conduct screenings and provide 
treatment as well as trained over 1 ,000 clinicians in evidenced-based practices. The 
Department has also established high standards for the provision of mental healthcare 
sen/ices through the recent publication of our Handbook on Uniform Mental Health 
Services in VA medical centers and clinics, and we have developed an integrated 
mental health plan with DoD to ensure better continuity of care — especially for Veterans 
of Iraq and Afghanistan. The 2012 budget includes $6.2 billion for mental healthcare 
programs, an increase of $450 million, or 8 percent over the 201 1 level of $5.7 billion. 

Medical Care Program 

We expect to provide medical care to over 6.2 million unique patients in 2012, a 
1 .4 percent increase over 201 1 . Among this community are nearly 536,000 Veterans of 
Iraq and Afghanistan, an increase of over 59,000 (or 12.6 percent) above 2011. 

The 2012 budget will support several new initiatives in addition to our efforts to 
eliminate Veteran homelessness. For example, $344 million is provided for the 
activation of newly constructed medical facilities. In addition, we provide $208 million to 
implement provisions of the Caregivers and Veterans Omnibus Health Services Act and 
improve the quality of life for Veterans and their families. 

The 2012 budget also includes operational improvements that will make VA more 
effective and efficient in this challenging fiscal and economic environment. VA is 
proposing $1.2 billion of operational improvements which include aligning fees that VA 
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pays with Medicare rates, reducing and improving the administration of our fee-based 
care program, clinical staff realignments, reducing indirect medical and administrative 
support costs, and achieving significant acquisition improvements to increase our 
purchasing power. 

Beginning in 2010, VHA embarked on a multi-year journey to enhance 
significantly the experience of Veterans and their families in their interactions with VA 
while continuing to focus on quality and safety. This journey required the VHA to 
develop new models of healthcare that educated and empowered patients and their 
families, focused not only on the technical aspects of healthcare but also designed for a 
more holistic, Veteran-centered system, with improved access and coordination of care. 
New Models of Healthcare is a portfolio of initiatives created to achieve these 
objectives. We are re-designing our systems around the needs of our patients and 
improving care coordination and virtual access through enhanced secure messaging, 
social networking, telehealth, and telephone access. 

An essential component of this approach is transforming our primary care 
programs to increase our focus on health promotion, disease prevention, and chronic 
disease management through multidisciplinary teams. The new model of care will 
improve health outcomes and the care experience for our Veterans and their families. 
The model will standardize healthcare policies, practices and infrastructure to 
consistently prioritize Veterans' healthcare over any other factor without increasing cost 
or adversely affecting the quality of care. This important initiative will enable VA to 
become a national leader in transforming primary care services to a medical home 
model of healthcare delivery that improves patient satisfaction, clinical quality, safety 
and efficiencies. VA Tele-Health and the Home Care Model will develop a new 
generation of communication tools (i.e. social networking, micro-blogging, text 
messaging, and self management groups) that VA will use to disseminate and collect 
critical information related to health, benefits and other VA services. 

VA is taking this historic step in redefining medical care for Veterans with the 
adoption of a modern healthcare approach called PACT, which stands for Patient 
Aligned Care Team. PACT is VA’s adaptation of the popular contemporary team-based 
model of healthcare known as Patient Centered Medical Home designed to provide 
continuous and coordinated care throughout a patient’s lifetime. 

Medical Research 


VA’s many trailblazing research accomplishments are a source of great pride to 
our department and the nation. Today's committed VA researchers are focusing on 
traumatic brain injury, post-traumatic stress disorder, post-deployment health, women’s 
health and a host of other issues key to the well-being of our Veterans. As one of the 
world's largest integrated healthcare systems, VA is uniquely positioned to not only 
conduct and fund research, but to develop solutions and implement them more quickly 
than other healthcare systems — turning hope into reality for Veterans and all 
Americans. 
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VA's budget request for 2012 includes $509 million for research, a decrease of 
$72 million below the 2010 level. In addition, VA’s research program will receive 
approximately $1.2 billion from medical care funding and federal and non-federal grants. 
These research funds will continue support for genomic medicine, point of care 
research, and medical informatics and information technology. Genomic medicine, also 
referred to as personalized medicine, uses information on a patient’s genetic make-up 
to tailor prevention and treatment for that individual. The Million Veteran Program 
invites users of the VA healthcare system nationwide to participate in a longitudinal 
study with the aim of better understanding the relationship between genetic 
characteristics, behaviors and environmental factors, and Veteran health. 

To leverage data in the electronic health record, VA Informatics and Computing 
Infrastructure (VINCI) is creating a powerful and secure environment within the Austin 
Information Technology Center. This environment will allow VA researchers to access 
more easily a wide array of VHA databases using custom and off-the-shelf analytical 
tools. The Consortium for Healthcare Informatics Research (CHIR) will provide 
research access to patient information in VA’s Computerized Patient Record System 
(CPRS) narrative text and laboratory reports. Together, VINCI and CHIR will allow data 
mining to accelerate findings and identify emerging trends. Ultimately, this critical work 
will lead to greater effectiveness of our medical system — improving value by assisting in 
the prevention and cure of disease. 


Veteran Benefits 


The 2012 budget request for the Veterans Benefits Administration is $2.0 billion, 
an increase of $330 million, or 19.5 percent, over the 2010 enacted level of $1.7 billion. 
This budget supports ongoing and new initiatives to reduce disability claims processing 
time, including development and implementation of further redesigned business 
processes. It funds an increase in FTE of 716 over 2010 to 20,321 to assist in reducing 
the benefits claims backlog. It also supports the administration of expanded education 
benefits eligibility under the Post-9/1 1 Gl Bill, which now includes benefits for non- 
college degree programs, such as on-the-job training, flight training, and 
correspondence courses. In addition, the 2012 budget request supports the following 
initiatives: 

Integrated Disability Evaluation System (IDES) Program 

IDES simplifies the process for disabled servicemembers transitioning to Veteran 
status, improves the consistency of disability ratings, and improves customer 
satisfaction. An IDES claim is completed in an average of 309 days; 43 percent faster 
than in the legacy system. VA and DoD worked together to increase the number of 
sites for the IDES program from 21 to 27 in 2010. The six new sites are Fort Riley, Fort 
Benning, Fort Lewis, Fort Hood, Fort Bragg and Portsmouth Naval Hospital, and VA and 
DoD will continue to expand the IDES program. 
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IDES is being expanded to provide Vocational Rehabilitation and Employment 
(VR&E) services to active duty Servicemembers transitioning through the IDES, These 
services range from a comprehensive rehabilitation evaluation to determine abilities, 
skills, and interests for employment purposes as well as support services to identify and 
maintain employment. The budget request includes $16.2 million for 1 10 FTE for the 
VR&E program to support IDES. 

Veterans Benefits Management System ( VBMS ) 

In 201 1 , we will conduct two of three planned pilot programs to test VBMS, the 
new paperless claims processing system. Each pilot will expand on the success of the 
first pilot by adding additional software components. In the 2012 budget request for 
information technology, we will invest $148 million to complete pilot testing and initiate a 
national rollout. 

VetSuccess on Campus 

In July 2009, VA established a pilot program at the University of South Florida 
called VetSuccess on Campus to improve graduation rates by providing outreach and 
supportive services to Veterans entering colleges and universities and ensuring that 
their health, education and benefit needs are met. The program has since expanded to 
include an additional seven campuses, serving approximately 8,000 Veterans. The 
campus Vocational Rehabilitation Counselor (VRC) and the Vet Center Outreach 
Coordinator liaise with school certifying officials, perform outreach, and communicate 
with Veteran-students to ensure their health, education, and benefit needs are met. 

This will enable Veterans to stay in college to complete their degrees and enter career 
employment. In addition, it provides Veterans the skills necessary to gain employment 
after graduation, which can help prevent Veteran homelessness. The 2012 budget 
includes $1.1 million to expand the program to serve an additional 9,000 Veteran 
students on nine campuses, more than doubling the size of the current program. 

National Cemetery Administration 

The budget plan includes $250.9 million in operations and maintenance funding 
for the National Cemetery Administration (NCA). The funding will allow us to provide 
more than 89.8 percent of the Veteran population a burial option within 75 miles of their 
residences by keeping existing national cemeteries open and establishing new state 
Veterans cemeteries, as well as increasing outreach efforts. 

VA expects to perform 115,500 interments in 2012, a 1.0 percent increase over 
2011. In 2012, NCA will provide maintenance of 8,759 developed acres, 3.0 percent 
over the 201 1 estimate, while 3,228,000 or 2.6 percent more gravesites will be given 
perpetual care. 
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The budget request will allow NCA to maintain unprecedented levels of customer 
satisfaction. NCA achieved the top rating in the nation four consecutive times on the 
prestigious American Customer Satisfaction Index (ACSI) established by the University 
of Michigan. ACSI is the only national, cross-industry measure of satisfaction in the 
United States. On the most recent 2010 survey and over the past decade, NCA's 
scores bested over 1 00 federal agencies and the nation’s top corporations including 
Ford, FedEx and Coca Cola, to name a few. Our own internal surveys confirm this 
exceptional level of performance, For 2010, 98% of the survey respondents rated the 
appearance of national cemeteries as excellent; 95% rated the quality of sen/ice as 
excellent. 

NCA has implemented innovative approaches to cemetery operations: the use of 
pre-placed crypts, that preserve land and reduce operating costs; application of “water- 
wise" landscaping that conserves water and other resources; and installation of 
alternative energy products such as windmills and solar panels that supply power for 
facilities. NCA has also utilized biobased fuels that are homegrown and less damaging 
to the environment. NCA is developing an independent study of emerging burial 
practices throughout the world to inform its planning for the future. 

Support for the Veterans Cemetery Grants Program continues in 2012 with $46 
million to fund the highest priority Veterans cemetery grant requests ready for award. In 
addition to state cemetery grants, NCA is engaged in discussions with tribal 
governments regarding the construction of Veterans’ cemeteries on their land and is 
awarding six such grants in 201 1 . The inclusion of tribal governments as grant 
recipients recognizes and empowers the authority of these groups to represent a unique 
group of Veterans and respond to their needs. 

Capital Infrastructure 

Congressional support of VA has resulted in 63 major construction projects 
funded in whole, or in part, since 2004. When combined with investments in our minor 
construction and major lease programs, this has contributed to a plant inventory which 
includes 5,541 owned facilities, 1 ,629 leased facilities, 155 million square feet of 
occupied space (owned and leased) and 33,718 acres of owned real property. 

To best utilize resources, VA has reduced its inventory of owned vacant space by 
34 percent, from 8.6 million square feet in 2001 to 5.7 million square feet in 2010. As 
discussed previously, we are using the Building Utilization Review and Repurpose 
(BURR) effort to reuse vacant space for homeless Veterans and their families. BURR 
also identifies other potential reuses of vacant and underutilized space and land within 
VA’s inventory such as assisted living, senior housing, and housing for Veterans of Iraq 
and Afghanistan and their families. VA also houses homeless Veterans in public/private 
ventures through enhanced-use leasing. 
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Major Construction 

The major construction request in 2012 is $589.6 million in new budget authority. 
In addition, VA has been the beneficiary of a favorable construction market and, as a 
result, is able to reallocate $135.6 million from previously authorized and appropriated 
projects to accomplish additional project work — resulting in a total of $725.2 million for 
the major construction program. This reflects the Department’s continued commitment 
to provide quality healthcare and benefits through improving its infrastructure to provide 
for modern, safe, and secure facilities for Veterans, it includes seven ongoing medical 
facility projects (New Orleans, Denver, San Juan, St. Louis, Palo Alto, Bay Pines, and 
Seattle) and design for three new projects (Reno, West Los Angeles and San 
Francisco) primarily focused on safety and security corrections. One cemetery 
expansion will be completed to maintain and improve burial sen/ice in Honolulu, HI 

Minor Construction 


In 2012, the minor construction request is $550.1 million. In support of the 
medical care and medical research programs, minor construction funds permit VA to 
realign critical services, make seismic corrections, improve patient safety, enhance 
access to healthcare and patient privacy, increase capacity for dental care, improve 
treatment of special emphasis programs, and, expand our research capability. We also 
use minor construction funds to improve the appearance of our national cemeteries. 
Further, minor construction resources will be used to comply with energy efficiency and 
sustainability design requirements. 

Greening VA 


The “greening VA’’ effort continues to be strong. There are 21 facilities Green 
Globe-certified and four LEED-certified. We have completed energy efficiency 
benchmarking for 99% of VA-owned facilities and obtained the Energy Star label for 30 
VA sites since 2003. Electric meter installations were completed for 60% of targeted 
buildings and we are installing solar energy systems at 35 sites for a total capacity of 30 
megawatts. VA has installed wind turbines at two sites, awarded two ground source 
heat pump projects, awarded five renewably fueled cogeneration projects, and 
completed one fuel cell project. 

In 2012, we plan to invest $27 million for solar photovoltaic projects, $51 million 
in energy infrastructure improvements, $21 million in renewably fueled cogeneration 
using biomass (wood waste) or biogas (waste methane), $1 million in sustainable 
building, $14 million for wind projects, and $10 million for alternative fueling projects and 
expansion of environmental management systems. 

Information Technology 


Information Technology (IT) is integral to the delivery of efficient and effective 
service to Veterans. IT is not a supplementary function - it is key to the delivery of 
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efficient, modern healthcare. The 2012 budget includes $3,161 billion to support 
Information Technology (IT) development, operations and maintenance expenses. The 
2012 budget will fund the Department's highest IT priorities as well as information 
security programs, which protect privacy and provide secure IT operations across VA. 
Under our disciplined development program, PMAS, the delivery of customer software 
milestones exceeds 80% which is up from just 20% before the implementation of 
PMAS. The budget request will also fund systems that VA will develop and implement 
under the Caregivers and Veterans Omnibus Health Services Act of 2010. 

In 2010, VA made the sound business decision to discontinue the Integrated 
Financial Accounting System (IFAS) and the data warehouse component of the 
Financial and Logistics Integrated Technology Enterprise (FLITE), OI&T will fund other 
continuing projects such as Compensation and Pension Records Interchange (CAPRI) 
which offers VBA Rating Veteran Service Representatives and Decision Review 
Officers help in building the rating decision. CAPRI does this by creating a more 
efficient means of requesting compensation and pension examinations and navigating 
existing patient records. 

Veterans Relationship Management (VRM) 

The 2012 IT budget for VRM is $108 million, and will support continued 
development of the on-line portal as well as the development of Customer Relationship 
Management capabilities. 

Virtual Lifetime Electronic Record (VLER) 

The Virtual Lifetime Electronic Record (VLER) is a Federal, inter-agency initiative 
to provide portability, accessibility and complete health, benefits, and administrative 
data for every Service member, Veteran, and their beneficiaries. The goal of this major 
initiative is to establish the interoperability and communication environment necessary 
to facilitate the rapid exchange of patient and beneficiary information that will yield 
consolidated, coherent and consistent access to electronic records between DoD, VA, 
and the private sector. 

VLER will not create a new data record, but it will ensure availability of reliable 
data from the best possible source. The VLER health component of this initiative is in 
operation at two pilot sites with a plan to add nine more pilots this fiscal year. VLER will 
work closely with other major initiatives including the Veterans Benefits Management 
System (VBMS) and the Veterans Relationship Management (VRM). A total of $70 
million in IT funds in 2012 is required to complete the effort and move to national 
production and deployment of initial VLER capabilities. The VLER partnership between 
VA and the Department of Defense will serve as a positive model for electronic health 
record interoperability in the country, which has been an Administration priority. 
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Summary 

VA is the second largest Federal department and has over 300,000 employees. 
Among the many professions represented in the vast VA workforce are physicians, 
nurses, counselors, claims processes, cemetery groundskeepers, statisticians, 
engineers, architects, computer specialists, budget analysts, police, and educators — all 
working with the greatest determination to best serve all generations of Veterans. In 
addition, VA has approximately 140,000 volunteers serving Veterans at our hospitals, 
Vetcenters and cemeteries. There are things that they do that cannot be converted into 
dollar values - patience, dignity and respect for Veterans, some of whom are heavily 
challenged by the memories of their wars. 

As advocates for Veterans and their families, VA is committed to providing the 
very best services. I will do everything possible to ensure that we wisely use the funds 
Congress appropriates for VA to improve the quality of life for Veterans and the 
efficiency of our operations — innovatively and transparently — as we deliver on the 
enduring promises of Presidents and the obligations of the American people to our 
Veterans. 

I am honored to present the President's 2012 budget request for VA, and to 
represent all VA employees and the interests of those outside of VA, who share our 
commitment to Veterans. 
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Department of 
Veterans Affairs 

Washington, D.C, 



The Honorable Eric K, Shinseki 


Retired U.S. Army General Eric K, Shinseki was nominated by President Barack 
Obama on Dec- 7, 2008 to serve as Secretary for the United States Department of 
Veterans Affairs. His nomination was confirmed by the Senate January 20, 2009, 
and he was sworn in as the seventh Secretary of Veterans Affairs on January 21, 


General Shinseki served as Chief of Staff, United States Army, from 1999 
until June 1 1, 2003, and retired from active duty on August i, 2003, During his 
tenure, he initiated the Army Transformation Campaign to address both the 
emerging strategic challenges of the early 21st century and the need for cultural and 
technological change in the United States Army. 

Following the Sept. 1 1, 200! terrorist attacks, he led the Army during Operations 
Enduring Freedom and Iraqi Freedom and integrated the pursuit of the Global War 
on Terrorism with Army Transformation, enabling the Army to continue to 
transform while at war. 



Secretary 
of Veterans Affairs 


Prior to becoming the Army’s Chief of Staff, General Shinseki served as the Vice Chief of Staff from 1998 to 1999, 
after serving simultaneously as Commanding General, United States Army, Europe and Seventh 
Army; Commanding General, NATO Land Forces, Central Europe, both headquartered in Heidelberg, 

Germany; and Commander of the NATO-led Stabilization Force, Bosnia-Herzegovtna, headquartered in Sarajevo. 

He was commissioned a second lieutenant of Artillery upon graduation from the United States Military Academy 
in June 1965, and was attached to Company A, 1st Battalion, 14th infantry Regiment, 25th Infantry Division as a 
forward observer from December 1965 to September 1966, when he was wounded in combat in the Republic of 
Vietnam, He was returned to Tripler Army Medical Center, Honolulu, Hawaii to recuperate, following which he 
was assigned as Assistant Secretary, then Secretary to the General Staff, U.S. Army, Hawaii, Schofield Barracks, 
from 1967-1968. He transferred to Armor Branch and attended the Armor Officer Advanced Course at Fort Knox, 
Kv, before returning to Vietnam a second time in 1969, While serving as Commander, Troop A, 3d Squadron, 5th 
Cavalry Regiment, he was wounded in action a second time in 1970. 

Other assignments include Commander, 3rd Squadron, 7th Cavalry, 3rd Infantry Division; Commander, 2nd 
Brigade, 3rd Infantry Division; Deputy Chief of Staff, Support for Allied Land Forces Southern Europe; Assistant 
Division Commander-Maneuver, 3rd Infantry Division; Commander, 1st Cavalry Division, as well as G-3, 3rd 
Infantry Division, 1984-1985; G-3, VI I US Corps, 1989-1990; and Deputy Chief of Staff for Operations and 
Plans, Headquarters, Department of the Army. 1996-1997. 

Shinseki holds a Bachelor of Science degree from the U.S. Military Academy at West Point; a Master of Arts degree 
from Duke University, and is a graduate of the National War College. General Shinseki has been awarded the 
Defense Distinguished Service Medal, Distinguished Service Medal, Legion of Merit (with Oak Leaf Clusters), 
Bronze Star Medal with “V” Device (with 2 Oak Leaf Clusters), Purple Heart (with Oak Leaf Cluster), Defense 
Meritorious Service Medal, Meritorious Sendee Medal (with 2 Oak Leaf Clusters), Air Medal, Parachutist Badge, 
Ranger Tab, Joint Chiefs of Staff Identification Badge, and the Army Staff Identification Badge. 


January 2009 
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Robert A. Pet/, el, M.D. 


Department of 
Veterans Affairs 

Washington, D.C. 


Robert A. Petzei, M D , was appointed Under Secretary for Health in the 
Department of Veterans Affairs (VA) on Feb, 18, 2010. Prior to this 
appointment, Dr Petzei had served as VA’s Acting Principal Deputy Under 
Secretary for Health since May 2009. 

As Under Secretary for Health, Dr. Petzei oversees the health care needs of 
millions of veterans enrolled in the Veterans Health Administration (VHA), 
the nation’s largest integrated health care system. With a medical care 
appropriation of more than $48 billion, VHA employs more than 262,000 
staff at over 1 ,400 sites, including hospitals, clinics, nursing homes, 
damiciliaries, and Readjustment Counseling Centers. In addition, VHA is 
the nation's largest provider of graduate medical education and a major 
contributor to medical research. More than eight million veterans are 
enrolled in the VA's health care system, which is growing in the wake of its 
eligibility expansion. This year, VA expects to treat nearly six million 
patients during 78 million outpatient visits and 906,000 inpatient 
admissions. 



Health 


Previously, Dr. Petzei served as Network Director of the VA Midwest Health Care Network (VISN 23) 
based in Minneapolis, Minn. In that position, Dr. Petzei was responsibility for the executive leadership, 
strategic planning and budget for eight medical centers and 42 community-based outpatient clinics, 
serving veterans in iowa, Minnesota, Nebraska, North Dakota. South Dakota, western Illinois and western 
Wisconsin. 

Dr, Petzei was appointed Director of Network 23 (the merger of Networks 13 and 14) in October 2002. 
From October 1995 to September 2002, he served as the Director of Network 13. Prior to that position, 
he served as Chief of Staff at the Minneapolis VA Medical Center, 

Dr Petzei is particularly interested in data-based performance management, organization by care lines, 
and empowering employees to continuously improve the way we serve our veterans. He is involved in a 
collaborative partnership with the British National Health Services Strategic Health Authority, In addition, 
he co-chairs the National VHA Strategic Planning Committee and the VHA System Redesign Steering 
Committee 

Dr Petzei graduated from St, Olaf College, Northfield Minn., in 1965 and from Northwestern University 
Medical School in 1 969. He is Board Certified in Internal Medicine and on the faculty of the University of 
Minnesota Medical School- 


March 2010 
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Department of 
Veterans Affairs 

Michael Walcoff Washington, D C, 


Michael Walcoff was appointed Acting Under Secretary for Benefits in the 
Department of Veterans Affairs (VA) on Jan. 4, 2010 

As Acting Under Secretary for Benefits, he leads the Veterans Benefits 
Administration (VBA) in the delivery of a wide range of integrated programs 
of non-medicai benefits and services authorized by law to veterans and 
their dependents and survivors. 


Through a nationwide network of 57 regional offices, special processing 
centers, and VBA Headquarters, he directs the administration of VA's 
disability compensation, pension, education, home loan guaranty, 
vocational rehabilitation and employment, and life insurance programs. The 
funding levels for these benefit entitlement programs exceed $47 billion 
annually, approximately half of VA's total budget. Acting Under 

Secretary for 

Prior to his appointment as Acting Under Secretary, Mr Walcoff served as Benefits 

VA's Deputy Under Secretary for Benefits since January 2008. Previously, 

Mr. Walcoff served as the VA’s Associate Deputy Under Secretary for Field Operations, supervising 
VBA's 57 regional offices with over 13,000 employees. 

Mr. Walcoff began his career as a veterans claims examiner at the Philadelphia Regional Office and 
Insurance Center in 1 974. During his career, he has served as Director of the VBA regional offices in 
Seattle, Wash., and Huntington, W.Va., as well as Deputy Area Director of VBA’s Western Area. 

Mr. Walcoff received his Bachelor of Arts degree in Political Science from American University in 
Washington, D.C.. and his Juris Doctor degree from Temple University School of Law in Philadelphia. Pa 
He is a member of the Pennsylvania Bar 

Mr Walcoff received the Senior Executive Service Presidential Rank Award of Meritorious Executive in 
2001 and the Distinguished Executive Award in 2005 He and his wife live in Fairfax, Va. 
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Department of 
Veterans Affairs 

NATIONAL CEMETERY ADMINISTRATION 


STEVE L, MURO 
ACTING UNDER SECRETARY 
FOR MEMORIAL AFFAIRS 
CENTRAL OFFICE 
WASHINGTON, D.C. 

Steve L. Muro was named Acting Under Secretary for Memorial 
Affairs Jan. 21 , 2009. As Acting Under Secretary, he is responsible 
for overseeing 128 National Cemeteries that provide dignified 
burial services for military veterans and eligible family members, 
and maintaining the cemeteries as national shrines, for land 
acquisition, design, construction, and other activities relating to 
the establishment of new national cemeteries: overseeing other 
memorial programs for veterans, including the provision of headstones, markers and Presidential 
Memorial Certificates to honor the service of deceased veterans; and for administering federal 
grants to help states, territories and tribal governments establish veterans’ cemeteries. 

Prior to this appointment, Mr. Muro was named Deputy Under Secretary for Memorial Affairs on Oct 
20, 2008, He served as director of the Office of Field Programs from February 2003 to October 
2008, providing leadership and direction for the Administration’s field offices and facilities supporting 
a system of 128 national shrine cemeteries. Under his guidance, a new NCATraining Center was 
established that graduated its first class of Cemetery Director Trainees in April 2005 and NCA 
created a nationwide National Cemetery Scheduling Office. From February to November 2005, Mr 
Muro served as the Acting Deputy Under Secretary for Memorial Affairs and as such was integral to 
the organization at several Senate hearings regarding future land acquisitions and fiscal planning, 

Mr. Muro's life's work is linked with the mission of the National Cemetery Administration. He began 
his career in 1979 as an automotive mechanic at Los Angeles National Cemetery. While there, 
he was promoted to Maintenance Foreman and in 1981 was selected to attend the Cemetery 
Director Trainee Program, Mr. Muro completed this intensive training program at Riverside 
National Cemetery and upon his graduation he was assigned as Assistant to the Director, Los 
Angeles National Cemetery, He has held positions of increasing responsibility to include Director, 
Baton Rouge and Port Hudson National Cemeteries; Assistant Director and Director, Long Island 
National Cemetery; Assistant Director, Riverside National Cemetery; Director. Fort Snelling National 
Cemetery; and Acting Director. Golden Gate and San Francisco National Cemeteries. Mr. Muro 
was assigned to the newly formed Memorial Service Network V, where he served as its Director 
from 2001 through 2002. 

Mr. Muro served in the U.S. Navy from 1968 to 1972, including two tours of duty in Vietnam: one on 
board the USS Benjamin Stoddert (DDG-22) and one with a mobile construction (Seabee) battalion. 

Mr Muro graduated from Mt. San Antonio Junior College with an associate’s degree. He is a 
graduate of Leadership VA Class of 1 996 and graduated from the Senior Executive Service 
Candidate Development Program in August 2004. 




January 2009 
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Roger W. Baker 


Department of 
Veterans Affairs 

Washington, D.C. 


Roger W. Baker was nominated by President Obama to serve as the 
Assistant Secretary for information and T echnology for the Department of 
Veterans Affairs and subsequently confirmed by the Senate on May 18, 
2009. 

As Assistant Secretary, Mr. Baker serves as the Chief Information Officer 
(CIO) for the Department, directly managing an organization of over 6,500 
information technology (IT) professionals and a budget of over $2.5 billion. 

Prior to his appointment, Mr. Baker was most recently President and Chief 
Executive Officer of Dataline LLC, a mid-sized IT services and integration 
company based in Norfolk, Va. Prior to joining Dataline, Mr. Baker was CIO 
at General Dynamics Information Technology, and Executive Vice President 
and general manager of the T elecommunications and information 
Assurance business group for CACI International. 



for Information 


From 1998 to 2001, Mr. Baker was the CIO at the U S, Department of an( j Technology 

Commerce, where he lead efforts to convert old systems and processes to 

e-commerce, improve technology management, reduce costs, and create the Federal CIO position. 


Prior to his federal service, Mr. Baker had a successful career in high technology, helping to grow and sell 
three software/lntemet companies. He served as the Chief Operating Officer (COO) of BlueGill 
Technologies, a market leader in Internet Bill Presentment; as Vice President of Engineering and 
Operations at VISA International, where he was responsible for the creation and operation of the VISA 
Interactive Banking System; and as Vice President of Consulting and Services for Verdix Corporation. 

Mr. Baker has a Bachelor of Science degree in Computer Science and a Masters in Business 
Administration, both from the University of Michigan. 


April 2010 
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W. Todd Grams 


W. Todd Grams was appointed as the Principal Deputy Assistant Secretary 
for Management for the Department of Veterans Affairs (V A) on Nov. 8, 
2009. In addition, he serves as VA's Acting Assistant Secretary for 
Management and Chief Financial Officer for the Department. He is 
responsible for the budget and financial management of VA's $1 1 0 billion 
budget as well as the Department’s performance management, business 
oversight, and asset enterprise management programs. 


Before his appointment at the VA, Mr. Grams served as the Chief Financial 
Officer (CFO) at the U.S. Department of Commerce's National Institute of 
Standards and Technology from July 2006 to November 2009. In that 
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BENEFIT BACKLOG 

Mr. Culberson. And the committee heard a couple of weeks ago 
from the inspector general for the VA. And I know a real source 
of concern for all of us is the benefit application backlog. And could 
you talk to us about what steps you have taken? And I know Mr. 
Bishop is going to have some follow-up questions on this as well. 
We are all concerned to make sure that our veterans who have 
been injured, disabled in the course of their service to this Nation 
have their claims handled in a prompt, efficient, and competent 
way. 

Secretary Shinseki. I am going to call on Mr. Walcoff, who is 
leading our benefits administration, to provide some detail. Let me 
just say as I look back, when I arrived in 2009, Mr. Chairman, the 
good folks in VBA reported to me that for the first time ever, they 
had produced 977,000 disability claims going out the door to vet- 
erans. At the same time, they got a million claims in return. 

In 2010, we produced for the first time a million claims decisions 
going out to veterans and received 1.2 million claims back in re- 
turn. We predict this year, the number of claims coming to us is 
going to be between 1.4 and 1.5 million. So this is a large-numbers 
game, and in VBA we are still essentially a paper-bound organiza- 
tion. And hence, in 2011, we had increased the VBA’s budget by 
27 percent, unprecedented for us; to ensure we could put in place 
the solutions that would enable us to go after this backlog and 
begin producing claims even more accurately and faster for vet- 
erans. So that is what we are coming from, what we are trying to 
do this year. And on the specifics, let me call on Mr. Walcoff. 

Mr. Walcoff. Thank you, Mr. Secretary. Congress has been very 
generous to us over the last 5 or 6 years in terms of staffing. We 
have increased our staffing dramatically since 2005, and we are 
producing a lot more cases, as the Secretary said. The problem is 
that we keep producing more cases, and even more cases keep com- 
ing in. It is just basically chasing a number that keeps getting big- 
ger and bigger. 

What we recognize is that at some point you have the staffing 
that you need, but now you have to make sure you give them the 
tools they need in order to accomplish what you are trying to do, 
which, in this case, is to eliminate that backlog. We believe that 
just the people themselves without tools are not going to eliminate 
the backlog. It is very, very important that we provide them with 
those tools. The key to those tools is the technology that is cur- 
rently being worked on. 

We have an initiative called the Veterans Benefits Management 
System, otherwise known as VBMS, that essentially is the 
paperless initiative. It is to take all the paper we have in a regional 
office — and I don’t know if any of you have ever visited a regional 
office, but there are just piles and piles of C-files, claims folders, 
that just sit on top of desks. The goal here is to become electronic 
and get out of the paper business. That is extremely important be- 
cause it will give us all kinds of flexibility in terms of processing 
claims that we currently don’t have. 

2012 is a key year in that initiative. That is the year that we 
begin rolling out the VBMS initiative. There is about $170 million, 
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including $135 million of IT money, in the 2012 budget. I cannot 
emphasize enough how essential it is that the money be delivered 
so we can get over the hump and be able to get paperless, because 
we believe it is what is going to allow us to eliminate the backlog. 

Mr. Culberson. I know Mr. Bishop and some of the other mem- 
bers will have follow-up questions on that. 

I have got a couple of other areas that I want to explore as well, 
but I want to defer to the other members and let them all have a 
chance to ask questions in case anybody has to leave. Mr. Bishop, 
I want to be sure to recognize you. 

But if we could, sir, we have just been joined by our former full 
committee chairman, a great American who has served this Nation 
in so many ways. And if I may, sir, with your permission, may I 
recognize Mr. Young to make a statement? 

Mr. Bishop. I would be delighted to yield to Mr. Young. 

Mr. Culberson. It would be our privilege, Mr. Young, Mr. Chair- 
man, to recognize you for a statement, sir. 

Mr. Young. Mr. Chairman, the statement that I would make is 
just to thank the gentleman and his staff for all the work that they 
have done with the VA. But especially, having first met the general 
on one of the battlefields of one of our minor skirmishes in Europe 
years ago, I just really appreciate his service to the United States 
and his commitment to our troops. 

NEW TYPES OF INJURIES 

One Christmas morning, I was at Walter Reed visiting with some 
wounded soldiers on Christmas Day and in walks General 
Shinseki; an officer visiting troops on a day when I know he has 
personal commitments. Today, we are concerned about something 
that is sort of new. As we visited the wounded kids — I shouldn’t 
say “kids,” because once they get to the hospital at Walter Reed or 
at Bethesda, they are not really kids anymore after what they have 
gone through. But one new injury that we are seeing a lot of, has 
to do with not only the loss of limbs, but the loss of genitalia. As 
we understand the benefits — a man loses a penis, he doesn’t get 
the same benefit as if he loses a finger. And we have been trying 
to come to some kind of a resolution. 

And I just wondered if the VA had come up with any kind of a 
solution or anything that you believe is a way to solve this prob- 
lem. 

Secretary Shinseki. Well, Congressman Young, I would just say 
one of the things that we understand coming out of the current 
conflicts, the word “polytrauma” didn’t exist before these pair of op- 
erations, because we now have four polytrauma centers, we are 
building a fifth in San Antonio. And polytrauma goes to the sever- 
ity and the complexity of the wounds that are being incurred, and 
yet our young men and women are surviving a battle they wouldn’t 
have before. 

So some of these new conditions arise, such as the creative organ 
loss discussion we are having. Mr. Young, we are researching this. 
What I can commit to you is, we will work with your office to en- 
sure that fair, equitable, and just treatment is provided to these 
young veterans. 



114 


Mr. Young. Are you aware of any legal problem that would pre- 
vent you from considering these type of losses similar to the loss 
of a finger or a hand — as we did with the insurance? 

Secretary Shinseki. Let me call on Mr. Walcoff for some insights. 

Mr. Walcoff. We couldn’t believe there is any legal bar in doing 
this, and we are researching it. We believe that there is a need. We 
are actually, tomorrow, going out to Bethesda 

Mr. YOUNG. I think the microphone is turned off. 

Mr. Walcoff. What I was saying is we don’t believe there is any 
legal bar to doing this. We do think there is a need. As the Sec- 
retary mentioned, there is some research we have to do. We are 
going out to Bethesda, actually, tomorrow to talk with some people 
out there. We are looking at how it would be implemented. There 
are some aspects it of that we have to work out. By law we do have 
to consult with DOD, and we are going to do that, but we are work- 
ing on this and hopefully we will have an answer for you by no 
later than this summer. 

Mr. Young. That would be really helpful, because it is really ter- 
rible how many of these types of incidents that we are having now 
and it does need to get resolved. So thank you very much. Thank 
you for taking it on to get a resolution for it. 

Mr. Chairman, thank you very much. 

Mr. Culberson. Thank you, Mr. Chairman. I am pleased to rec- 
ognize at this time, our ranking member, the gentleman from Geor- 
gia, Mr. Bishop. 

Mr. Bishop. Thank you very much, Mr. Chairman. 

PENDING DISABILITY CLAIMS 

Mr. Secretary, approximately how many pending compensation 
and pension claims does the VA currently have? 

Secretary Shinseki. Mr. Walcoff. 

Mr. Walcoff. Right now we have about 770,000 pending. 

Mr. Bishop. According to the testimony given by the VA IG, 
oversight continues to identify opportunities for the Veterans Bene- 
fits Administration to improve claims processing timeliness and re- 
duce the claims backlog. Has the VA followed all of the IG rec- 
ommendations regarding handling of the backlog? 

Mr. Walcoff. Sir, the IG does these reviews on a continuing 
basis. And when we get the recommendations in, we do follow 
them. Before they actually issue the report, we meet with them, we 
discuss their findings, and we concur on their reports before they 
are issued. So we do follow what they say and correct the defi- 
ciencies that they identify. 

Mr. Bishop. You indicated, Mr. Secretary, in your testimony that 
your goal is to eliminate the claims backlog by 2015 and to ensure 
that all veterans will get a quality decision in no more than 125 
days. You want to deploy powerful 21st century IT solutions to sim- 
plify and improve the process. Can you tell us what that means 
and how you are going to implement it? 

Secretary Shinseki. Congressman, I will call on Mr. Walcoff to 
talk about the specifics. If you need more detail on the technology 
piece of that, I will have Secretary Baker respond as well. 

As I said, this is a big-numbers issue here, and today we have 
14,000 people processing claims. You will associate with this; that 
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is more people than the 82nd Airborne Division has, as I have ob- 
served in the past. 

So at this point with the numbers of claims that are coming in, 
hiring more people, you get an incremental increase, but it is not 
enough to do that quantum leap and go after the backlog. That is 
why we have to go to automation. We should have gone to automa- 
tion years ago. Why, in this Department where we have, in the 
Health Administration, probably the best electronic health record 
in the country, maybe the world; in our benefits, we are still pretty 
much paper-bound. So we are out of sync and we need to get kind 
of caught up here by moving through this program and automating 
VBA. 2011 was the year that we have put the resources aside to 
take care of automating our program, our processing this year. 

Let me just call on Mr. Walcoff to give some details, sir. 

Mr. Walcoff. Let me quickly summarize. There are three IT ini- 
tiatives that have a direct impact on our ability to process claims. 
The first is the one I had mentioned earlier, the Veterans Benefits 
Management System. This is really not only the system that is 
going to get us out of the paper business and be processing claims 
electronically, but is it also going to be a system that is going to 
use rules-based techniques to allow us to process claims, which we 
believe is going to have a major positive impact on our quality. 

There are a lot of decision points in the process that our adju- 
dicators have to go through, where they have choices to make, and 
sometimes they don’t choose the right way and that is an error. 
The rules-based system we believe will help guide them through 
the process to the point where, when faced with a choice it will 
steer them toward the right answer and thus avoiding the possi- 
bility of making an error. 

We believe this is going to have a very, very significant impact 
on our quality and also enable us to eliminate the older cases, 
eliminate the backlog. 

The second initiative is something called the Veterans Relation- 
ship Management Initiative, known as VRM. This initiative is 
going to do with the way a veteran contacts us, the inner relation- 
ship between the VA and the veteran. Right now when a veteran 
wants to do business with us, it is pretty much limited to picking 
up the phone and calling one of our call centers. The VRM Initia- 
tive is going to allow them to basically contact us when, and by the 
method they choose. If they want to sit in their home and go into 
their computer at 3 o’clock in the morning to view the status of 
their claim or to change their address or to change their direct-de- 
posit account, they will be able to do that instead of having to wait 
until 8 o’clock in the morning and pick up the phone, and then wait 
in line to talk to somebody at the call center. 

We have about 700 people right now that do phones. When the 
system is implemented, there is going to be a savings because so 
much of that will be done through self-service. That is the second 
initiative. 

The third initiative is called VLER, Virtual Lifetime Electronic 
Record. This is the idea of one record that would be shared by both 
DOD and VA, to be able to get the data from DOD electronically 
rather than having to locate paper somewhere around the country. 
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When you put those three things together, we believe that will 
enable us to make the leap that enables us to eliminate the back- 
log, something we haven’t been able to do up to this point. 

CLAIMS PROCESSING PILOT PROJECTS 

Mr. Bishop. My time is about up, but let me just ask you one 
other thing. In August, you implemented a pilot program in Rhode 
Island to test, to pay for the system, and some new procedures to 
improve the processing of the claims. How has that pilot pro- 
gressed? And are you still on track to expand that pilot project na- 
tionwide in 2012? 

Mr. Walcoff. Yes, sir. The pilot is still going. We have actually 
implemented live cases into the VBMS system; in other words, we 
are actually processing cases. It is at this point, still very limited 
in terms of functionality, but it is moving exactly as scheduled. 

We begin the second initiative; we don’t call them pilots at this 
point. But it is the second level of the implementation of this, start- 
ing in April, where we are going to Salt Lake City. When it is in 
Salt Lake, we will be adding a lot of functionality to get it more 
closely to the point where it can do the full range of cases. And we 
are on schedule to actually begin rolling this out nationwide to all 
of our stations by around May or June of 2012. 

Mr. Bishop. Thank you. 

Mr. Culberson. Thank you, Mr. Bishop. Let me recognize the 
gentleman from Texas, Mr. Carter. 

Mr. Carter. Thank you, Mr. Chairman. 

Mr. Secretary, welcome. Good seeing you. Twice in 2 weeks; that 
is good. Thanks for coming by and visiting with me, too. I appre- 
ciate that very much. 

BENEFITS DURING INCARCERATION 

I want to ask you about a question that I discovered by accident 
in Bell County. You are well aware of Bell County, having been 
stationed in Fort Hood. I learned that if a veteran gets arrested 
and put in jail, but there is a VC to post bail and get out, his VA 
benefits continue. But if he is unable to post bail and he stays in 
jail, then his VA benefits are terminated while he is in jail. That 
puts the expense of any medical care that he receives on the coun- 
ty. Sometimes this can turn to be a pretty sizeable expense. I find 
it kind of curious because of the nature of veterans. 

We have talked about homelessness and so forth. Let us talk 
about who gets in jail: a Veteran who isn’t wealthy enough to post 
the bond gets the benefits terminated. A Veteran who is wealthy 
enough to post the bond has his benefits continue. I just don’t think 
that is a good system. I think that punishes a Veteran for his in- 
ability to post bond, and in some cases, punishes him very severely. 
And by the way, the counties don’t get reimbursed for the money 
that they spend on this health care for the individual. 

Were you aware of that policy? Do you have any idea where that 
policy came from? How can we try to fix this policy? 

Secretary Shinseki. I don’t know that any of us are familiar in 
detail with what is happening in Bell County. But I think we 
may 

Mr. Carter. Supposedly it is a nationwide policy. 
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Ms. McCollum. Would the gentleman yield? It is a policy of the 
Federal Government to stop any health care services that are pro- 
vided, whether the person is in jail, whether it is Medicare, VA, or 
whatever. And Congress did it, Congress can undo it, and it doesn’t 
make any difference about the person’s guilt or innocence. If they 
are in jail, it is cut off. So we deny people who are standing trial 
not only their health care, the counties have to pick it up. It is not 
seamless, especially if mental health is involved. And it also is a 
burden on the counties if it is a Medicare patient. 

Mr. Carter. I thank the lady for her good information on that. 
I wasn’t aware that all healthcare programs were stopped. But for 
some reason, that just doesn’t seem exactly right. 

Secretary Shinseki. Congressman, I don’t know that I can ad- 
dress this issue in any greater detail, and I thank the Congress- 
woman. Let me just offer that there are some things we can do. 

When I arrived about 2 years ago, I think there were, in this 
country, maybe five or six veterans courts. I am not sure that the 
term veterans courts is familiar to everyone. Essentially in a vet- 
eran’s court, a judge will expect that VA will be a part of this. 

There are now 50-plus veterans courts and in most of those we 
have been approached and asked if we would be a willing partici- 
pant in the process. This began in Buffalo, New York, with Judge 
Russell’s groundbreaking effort. What we have found is the recidi- 
vism rate is pretty good when we are involved. Instead of keeping 
that individual in jail or sending them to prison, they are re- 
manded to VA for treatment. Much of this treatment is mental 
health or substance abuse or the like. If the veteran is in agree- 
ment to do that, then they come to VA for treatment, and a veteran 
mentor is appointed as someone who assures that this individual 
keeps his appointments. 

After the treatment period is over, the judge gets to decide 
whether or not that satisfies society’s requirement or whether to 
put this individual back in jail. My sense is everyone who grad- 
uates from the program does not go to jail. Many of them continue 
a relationship with VA for treatment and go on to positive out- 
comes. 

There are also 40,000 veterans who come out of prison every 
year. We are engaged with probably 975 of the 1,300-plus Federal 
and State prisons in order to reach in there and begin the same 
kind of relationship with a veteran to begin the treatment process. 
What we are interested in is not the violent offenders. They are 
where they need to be. The ones who are in there for have repeated 
petty crimes, DWIs or minor drug offenses. We are trying to engage 
them and break the cycle of incarcerations, homelessness, and in- 
carceration again. Our track record is beginning to get better here. 
We are just starting these programs. 

Between the three, the justice outreach with VA the veterans 
courts, and working with the prisons, I think we are going to see 
some pretty good outcomes, and I think we may be able to address 
the situation you described. 

Mr. Carter. Thank you very much, Mr. Secretary. When I was 
serving on the bench, I worked with an awful lot of different treat- 
ment programs. I can assure you that having a mentor is a major 
part of making one of those things work. Having somebody to hold 
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your hand after you get out of treatment is a great thing to have, 
and I commend you on that concept. 

One thing that we may be able to work out with the VA is help- 
ing the people who stay in jail and lose their benefits, but then are 
found innocent and released from jail, or get released from jail mis- 
demeanors. For whatever reason these people get out they are find- 
ing it very difficult to get their VA benefits reinstated. There might 
be something that we can work on at the VA to speed up that proc- 
ess. 

Secretary Shinseki. I will go look at that. 

Mr. Carter. We should look especially at innocent guys. They 
may be feeling pretty picked on by society when they get out be- 
cause they are innocent, but it takes them 6 months to a year to 
get VA benefits back. So please look into that; it might be a helpful 
thing. 

Thank you, Mr. Chairman. 

Mr. Culberson. Thank you, Mr. Carter. I recognize the 
gentlelady from Minnesota, Ms. McCollum. 

DIGITAL CONVERSION OF CLAIMS FILES 

Ms. McCollum. Thank you, Mr. Chair. I would just like to touch 
on about the backlog of paperwork again. You have done great jobs 
and we have talked about this in the office a little bit, about get- 
ting caught up. But you can never get really caught up until you 
get all of your homework done. And so there is a lot of homework 
still being left on the table to go back and get entered into the sys- 
tem. 

In order to get caught up, have you ever had a plan proposed for 
what it would take to hire temporary people to input cases, so you 
got all your cases converted digitally, all of them? And work with 
the DOD to have what they needed to have done? I mean, it would 
be a big upfront cost at the beginning, but what it would save for 
costs later on and not create the backlog with Iraq and Afghanistan 
vets versus World War II vets, would be huge for even the amount 
of work that our offices are doing on claims. So sometimes we just 
have to really look at what we have to do in order to get things 
right. 

Do you have that available if this committee was to request that, 
and you put out a lot of people — I don’t know if it takes 6 months, 
a year, a year and a half to really convert all digitally? 

Secretary Shinseki. Mr. Walcoff. 

Mr. Walcoff. Congresswoman, it is a good question. And first 
let me say that we have at different times hired large numbers of 
temporary employees to accomplish a mission such as you de- 
scribed, not the exact one. But we had something like that when 
we hired all the ARRA employees last year. They were hired to do 
a particular thing; to basically make it so that our permanent peo- 
ple could continue processing claims. We also were looking at the 
possibility of using outside services to do something like that. 

The problem right now with what you are describing is that we 
don’t really have a repository to be able to put all of the documents 
if we were able to scan everything in. We have no place to store 
them right now. Our virtual VA system, which is our current elec- 
tronic system, is very outdated. It is not robust enough to be able 
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to support all of that. The VBMS Initiative wouldn’t be able to do 
that. And I would ask if maybe Secretary Baker can help me out 
on this one. Do you want to help out a little bit? 

Mr. Baker. There is a vast amount of paper, as you say, that 
comes into the process at this point. The difficulty from a tech- 
nology standpoint is recognizing the information on the paper, not 
just the scanning piece of it. That is what the VBMS program is 
all about, for utilizing NARA, the National Archives, and their 
smart scanning capability to take the paper inflow. 

Ms. McCollum. Mr. Chair, I understand that. Okay. What I 
don’t understand is why you can’t tell us how long it would be to — 
if we said this is a priority of this Congress, we are tired of hearing 
about this for the past 20 years, we have the technology or we can 
get the technology to make this all digital, do you have a budget 
of what it would take both in personnel and in hardware? 

Mr. Baker. I can tell you that we are pushing the VBMS pro- 
gram as fast as we can. It is about $150 million a year. And that 
is the approach that we are taking. We will be done by the middle 
of 

Mr. Culberson. If I could, you are not being responsive. Would 
you please give her a specific answer to a specific question? 

Ms. McCollum. If you don’t know, you don’t know, and you can 
get back to us. That is cool. That is fine. 

Mr. Culberson. Just tell us. 

Ms. McCollum. But please get back to us. Mr. Chair, they say 
don’t ask a question you don’t know an answer to, and I knew we 
weren’t going to kind of get an answer. And if we are going to be 
serious, if we are going to be serious about really cutting costs and 
giving good service to our veterans, we have to give these folks the 
tools in the toolbox, which means the right kind of equipment, and 
then buckle down and either contract out or hire on temporary em- 
ployees for X number of time, and really give them the opportunity 
to do it. 

They are trying do it on a shoestring. And if you try to do it on 
a shoestring for too long, the shoestring can end up breaking, and 
then you haven’t solved the problem. So I want to thank you. 

WOMEN VETERANS NEEDS 

I would like to ask a question on women’s veterans. You are ex- 
panding access to them, but there are a couple of things — and 
maybe Secretary Shinseki, maybe Mr. Petzel will be able to help 
me a little bit with this. Women have different wiring than men. 
I mean, I think that is pretty obvious. 

Women, when they go in and report heart conditions, quite often 
get told, You are a little tense and you are a little stressed; and 
that happens in the best of hospitals, still, around the country. You 
add a woman with PTSD or something like that on her record, if 
she has even gone into the system and asked for help, what are we 
doing to really look holistically at women’s veterans not only with 
research, with mental health, with job services and counseling and 
life skills when they come back to their families, and how do we 
make sure that their physical symptoms are being addressed? 

Because I know that this is a priority of the Secretary, but here 
again I don’t know that we — we are saying it is a priority. But if 
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we don’t make a priority of putting our resources where they are, 
a lot of women are going to continue to fall through the cracks as 
they do even with traditional health care systems. 

Dr. Petzel. Congresswoman McCollum, thank you very much, 
Mr. Secretary. You are absolutely right. We are an organization 
that started out as almost a male exclusive organization. We have 
been transiting now over the last several decades to an organiza- 
tion that is able to care in a gender understandable way for 
women. 

In 2012 we are going to spend $270 million on gender-specific ef- 
forts. These include educating our physician workforce, particularly 
our primary care providers about gender-specific issues, spreading 
the word about such things as, Congresswoman, you mentioned in 
your question; i.e., that there are differences in the way diseases, 
such as coronary artery disease, express themselves in men than 
in women. We are going to be spending money on renovating our 
facilities so that we can provide the adequate level, appropriate 
level of privacy, private baths, private rooms, et cetera. 

In addition to that, we are going to be spending about $3.2 bil- 
lion on specific medical care for women, not things that are specific 
to the gender, but the general health care. 

And then finally, we have $12 million this year in research 
money devoted specifically to issues that are of most importance to 
women. And that doesn’t include the research that we do in things 
such as military sexual trauma, which applies to both men and 
women; of course, much more to women than to men. 

So I think we are turning the corner. And I think that we do un- 
derstand these differences and we are creating an organization, a 
health care organization that is woman-friendly, that welcomes 
women, and is able to provide the kinds of care experiences that 
they need. 

Ms. McCollum. Mr. Chair, I just want to follow up. Using phar- 
maceuticals with women, even within racial populations, can be 
very different and have more successful outcomes with different 
scripts and all of that. Are you working with DOD and NIH and 
everyone to make sure that we are looking at best practices, and 
to do the right kind of research for pharmaceutical prescriptions? 

Dr. Petzel. Yes, Congresswoman McCollum, we are doing that. 
There is a national collection, if you will, of people who are inter- 
ested in gender-specific issues, as you mentioned, and they include 
people from the VA, people from the National Institutes of Health 
and other research organizations in the academic community. They 
do look at cooperative studies, if you will, that are addressing the 
issues of medication, et cetera. So, yes, we are. 

Ms. McCollum. Well, thank you, Mr. Chair. If we are going to 
have high value, low cost in our health care system, this in par- 
ticular needs to be addressed. And I know the General — excuse 
me — the Secretary is very, very interested in it. And, sir, thank you 
for your attention to this. Thank you, Mr. Chair. 

Mr. Culberson. I also appreciate your questions on the con- 
verting into electronic records, the private sector could take — has 
already figured out how to take documents and scan them and plug 
them right into databases. So it really is a deep source of concern. 
This is something you all ought to get your arms around very, very 
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quickly. This has apparently been an ongoing problem for many 
years and it needs to be addressed. And you are not really exactly 
on a shoestring. You have got $2 billion to run the Veterans Ben- 
efit Administration. So this is just really not acceptable. 

I think we are next going to go to the gentleman from Mis- 
sissippi, Mr. Nunnelee. 

Mr. Nunnelee. Thank you, Mr. Chairman. Mr. Secretary, I also 
want to thank you for coming by and meeting with me. We had a 
very good personal visit and started off for what I hope to be a very 
successful relationship. 

RURAL ACCESS TO TREATMENT 

What I would like to begin with is to start with some of the ques- 
tions we talked about in our previous meeting, really just to get 
those on the record. I am concerned about veterans coming home 
from Iraq and Afghanistan, particularly for the National Guard 
men and women that have been activated and adequately prepared 
for the combat they faced. They have come back home and — unlike 
our veterans from World War I, World War II, Korea, Vietnam — 
they are not coming home to a full-time military installation under 
the watchful eye of a full-time commanding officer. Rather, they 
are coming home to small-town Mississippi and small-town Amer- 
ica. On paper, the applicable physical and mental health services 
are readily available. But I am not sure that in reality they are, 
particularly to soldiers in our rural areas. 

Could you address how the VA is working to address this prob- 
lem? 

Secretary Shinseki. I am going to call on Dr. Petzel to provide 
some detail. This, as I think you point out, Congressman, is one of 
our more challenging areas because of the conditions you described. 
Usually when an Active Duty unit deploys, the unit comes back to 
an installation. There is in place a chain of command, and day-to- 
day there is a visible community with those relationships. 

Our National Guard and Reserve units — even if they were mem- 
bers of a given organization, are spread over many communities, 
and in multiple States. The way as I understand it, currently some 
of the units are being deployed and they are being filled from 
across the 50 States. So you really have a unit that is coming to- 
gether and compositely training so that they are ready to go. When 
they do come home, they go beyond the confines of the organization 
that was the banner that deployed, and they go back to many other 
organizations. 

So it is, particularly as you described, challenging for us. We are 
working with DOD to ensure that there is a linkage, as much as 
there would be for an Active Duty unit, between those soldiers and 
their chain of command and the VA. We try to find and stay in 
touch with individual youngsters. We do what we call a Seven 
Touch program where we engage them before they go and then 
multiple times after they get back. 

I think demobilization, the final formation before they are re- 
leased, is probably the least effective of those seven touches, be- 
cause you have youngsters standing in formation waiting to go hug 
their families, and the absorption factor is not very high. 
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So we have other touch points at 60, 90 days, and 6 months 
later, to be sure we follow up. These individuals for the period — 
I believe it is 2 years following their deployment — have access to 
our programs. 

I am going to call on Dr. Petzel to talk about the Yellow Ribbon 
Programming. This is one of those areas that I am challenged by. 
We need to do a better job. This is working with DOD, especially 
while they are still in uniform and responsive to a chain of com- 
mand. 

Dr. Petzel. Thank you, Mr. Secretary, Congressman Nunnelee. 
I want to make a couple of points. One is that we begin our contact 
with returning guardsmen, reservists, and Active Duty by having 
the VA, the VBA, and the State veterans organizations attend the 
demobilization centers. 

So I can describe the contact points as I used to work in Min- 
neapolis in a network, and we had a demobilization at Fort McCoy, 
which involved five States, in which we had our network. We 
brought people from each one of those States and each one of those 
facilities, for the first contact. 

Next, what would happen with the National Guard would be 
what we would call, Beyond the Yellow Ribbon Program. It started 
in Minnesota, by the Minnesota National Guard, and then spread 
across the country. I don’t know whether it is present in Mis- 
sissippi or not, but at 30, 60, 90 and 120 days post deployment, we 
go — the Veterans Health Administration, VBA, and, State people, 
go to the Guard standdowns on the weekends and present pro- 
grams to them about illnesses they might expect, what their bene- 
fits are, et cetera. 

In addition to that, there are family nights or family days where 
the family are present as well. If we can identify people or if they 
identify themselves as needing care, we can provide that care. We 
have our community-based outpatient clinics in remote areas. We 
have telemedicine and telehealth. We have visiting nurses. There 
are many ways we can provide the care. 

The issue in many cases is our being able to meet returning Vet- 
erans or having those individuals identifying themselves to us. We 
are doing better than we have done in any conflict. Right now, 46 
percent of the returning veterans from Iraq and Afghanistan are 
enrolled in VA, which is probably two or three times as high as 
Vietnam at the same time in the conflict. But you make an excel- 
lent point. We need to be able to get to these people. 

Mr. Nunnelee. Thank you. I am familiar with our Yellow Rib- 
bon Program in Mississippi, and have met with a couple of groups. 

Mr. Secretary, I just want to finish by saying it is refreshing to 
hear somebody in the government acknowledge this is an area that 
we could improve. My experience in state government has been 
that very often agencies just try to run out the clock, by telling you 
what a good job they are doing. And to hear you say this is an area 
where we can do better really is refreshing. I am convinced of your 
commitment on this topic, and look forward to working with you, 
so that next year at this same hearing we may not have the prob- 
lem completely solved, but we can at least look back and say this 
is where we made improvements. Thank you. 

And thank you, Mr. Chairman. 



123 


Mr. Culberson. Thank you, Mr. Nunnelee. 

I want to apologize to Mr. Austria. You got here way earlier. I 
am sorry. I should have called on you next, sir. We will get right 
back to you. And I recognize at this time the gentleman from Cali- 
fornia, Mr. Farr. 

Mr. Farr. Mr. Chairman, I just want to say something. I have 
been on this committee now for 12 years, maybe longer than almost 
anybody in this room. We have a lot of new members. There are 
a couple of firsts here. This is the first time this committee has had 
the committee meet in this room, which has traditionally been the 
Appropriations War Room. But Mr. Young has been able to allow 
us, as the other military committee in Appropriations, to use it and 
I really appreciate that. 

I have seen a lot of veteran secretaries. This is a hero. He is run- 
ning the second largest entity in the Federal Government. He came 
from Hawaii, a Japanese-American. He enlisted in the Army after 
World War II. His island was bombed and lots of his family and 
relatives were interned. He went to West Point. He has been in 
about every kind of command, including command during Enduring 
Freedom in the war in Iraq. He has had an injury, knows what it 
is like, was awarded the Purple Heart along with a dozen other 
great medals, and now he is Secretary of Veterans Affairs. We all 
go around naming post offices. I hope some day that we will name 
the Department of Veterans Affairs after Secretary Shinseki be- 
cause he is, in my opinion, the perfect person to have lived all of 
those moments of military life, which this committee is so respon- 
sible for. 

Mr. Culberson. Well said. 

Mr. Farr. So I want to thank you for coming here today, and it 
is just a privilege to have you as Secretary of Veterans Affairs at 
a time when I know your heart and soul are into doing the best 
for our men and women in uniform. It has got to be a huge oper- 
ation. It is siloed. It is a bureaucracy. But I think it is beginning 
to realize that it has got to be using high tech to be able to do high 
touch. 


OUTREACH TO RETURNING VETERANS 

We ought to be doing all of this paperwork on line but we also 
need people, because we have heard it over and over again from 
the men and women coming back. And I came back from living 2 
years in the Peace Corps, and I will tell you, it was a real shock. 
It was a real entry crisis. They didn’t call it posttraumatic stress 
syndrome but I had it, for different reasons than maybe soldiers 
have it. But it is there. 

What California has done for veterans is they have found vet- 
erans who have served in Iraq and Afghanistan, and CA is hiring 
those vets to be the greeters. Before you get out, a month or so be- 
fore you get out, you will get a call from somebody in California 
saying, “Hey, I was there, you are coming home, I am looking for- 
ward to seeing you, I want to talk with you.” There are a lot of 
things we can do to help with your education, your rent, helping 
you look for a job, and we line it all up. 

Those are the kinds of things that I think our States are going 
to have to do. And hopefully in the future, we can give more carrots 
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and sticks, using these forces to allow our States to — also in Cali- 
fornia, every one of our 58 counties, at county expense, has a vet- 
erans service officer so that we — assist the Feds. 

CEMETERY AT FT. ORD 

Mr. Farr. Having said all that, I do not want to ask General 
Shinseki a question; I want to ask Steve Muro, who is the Under 
Secretary for Memorial Affairs. 

And the issue goes to, that we cannot get a Federal cemetery be- 
cause of a, I think a very dumb, rule which says you cannot build 
them within 75 miles of an existing cemetery. You can do State 
cemeteries. But the State of California does not want to do State 
cemeteries. So we are doing a bifurcated local effort to raise the 
money to do a State cemetery. 

Now, I understand you have a new initiative that is going to 
build columbariums as adjuncts to existing cemeteries. And since 
you were the acting director of the Golden Gate San Francisco Na- 
tional Cemetery and you are very aware of where Fort Ord and 
Monterey is, I want to ask you if we can get the new columbarium 
proposal located at Fort Ord. Now, I heard that maybe you were 
going to look at Alameda or across the Bay. But I would ask if you 
own the property across the Bay? Is it military property? Does it 
have a history of military experience? Does it have military support 
and military burial ceremonies? Because we have all that in Mon- 
terey. And I do not know that you have all that in the East Bay. 
So you have not made a decision yet on it, have you? 

Mr. Muro. Thank you, Congressman. 

We are actually working with DOD in partisanship with VHA to 
transfer the land to VA to establish a columbarium and an out- 
patient clinic on the property there. And this columbarium-only 
cemetery will serve 

Mr. Farr. Where? 

Mr. Muro. At Alameda. 

Mr. Farr. Where, the former 

Mr. Muro. The former Naval Air Station. 

Mr. Farr. The Naval Air Station? 

Mr. Muro. Right. 

Mr. Farr. Why is it so easy to do it there and so difficult to do 
in Monterey, Fort Ord? Is it prejudice to the Navy? 

Mr. Muro. No, sir. We looked at the population of veterans that 
we would be able to serve. By putting it in Alameda, it will serve 
the Bay area, as the rate of cremations are high in that area. So 
that was our goal, to try to provide a service locally since Golden 
Gate is closed and so is San Francisco to first interments. 

Mr. Farr. Do you have to buy that land? 

Mr. Muro. No, it is a transfer of land to VA. We are paying for 
environmental investigation, but other than that, we would do that 
on any 

Mr. Farr. Have you already made that decision without even 
looking at alternatives? 

Mr. Muro. We did look at alternatives. And this is where we 
would serve the most veterans with this type of columbarium. 
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Now, we are going to be working with the State to try to open 
a State columbarium to start with at Fort Ord and then expand on 
after that to do a regular State veterans cemetery. 

Mr. Farr. I am very involved in that. So I know every detail. I 
would like to know more about this new plan. I want to know — 
I mean now the State is saying it is taking us $10 million to do 
the feasibility study and that 45 percent of that is overhead for the 
State. So we got to solve this. This thing has been going on for 20 
years. 

Mr. Muro. And I am willing to meet with you and discuss it. 

Mr. Farr. All right. But I wish you would have talked to us, 
looked at alternatives before you made the decision to go to Ala- 
meda and to a Naval Air Station, because I think there are also 
some conflicting uses with that property. I am really wound up on 
this. So I will just pass on the rest of the time, and come back, if 
you will, on my next questioning. 

Mr. Culberson. You bet, Mr. Farr. That is fine. 

Let me at this time introduce, long overdue, Mr. Austria, the 
gentleman from Ohio. 

Mr. Austria. Thank you, Mr. Chairman. 

And Mr. Secretary, thank you for being here. Let me kind of echo 
what Mr. Farr said. I agree with everything you said. 

And General Shinseki, thank you for your service to our country 
and what you are doing. I know you have got a very difficult job. 

1 also want to echo some of the things that have been brought up 
earlier. Because you know, when I travel through my district the 
number one concern I hear is the time that it takes to process 
claims with our veterans. And I appreciate the fact that you have 
got that as one of your highest priorities in dealing with that. 

DOD-VA MEDICAL RECORD TRANSFER 

I know we have talked much about that, talked about going 
paperless in 2012. But one area I want to make sure we focus in 
on when we do that, because veterans have also expressed to me 
their frustration over the way the medical records are transferred 
from the Department of Defense specifically over to the Depart- 
ment of Veterans Affairs, and it is my understanding as we have 
looked at this that these two systems, they do not talk very well 
to each other. And I just want assurances, as you are moving for- 
ward with IT, that there are plans in place to make this a more 
unified and streamlined process. 

Secretary Shinseki. Well, Congressman, I will relate to you that 

2 years ago, a little over 2 years ago, 21 January 2009, as a matter 
of fact, as Secretary Gates and I stood in line waiting to take our 
oaths of office, I had just come through a rather comprehensive 
confirmation hearing in which this backlog was a topic of discus- 
sion. So he and I shook hands and agreed that this is something 
he and I would go to work on and fix. 

We met. Our staffs have been meeting off and on for over 2 
years. My guess is if this were easy, it would have been solved a 
long time ago. But we have two departments that are trying to 
bring their systems together. This is not a technology, in my opin- 
ion. I think most any group of folks that are familiar with it know 
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that the technology is there. This is about leadership and brute 
force, I guess. 

He and I are meeting tomorrow to discuss this topic and to get 
a lay down of where our two departments are. We plan by the end 
of April to have a decision on electronic health records that link 
both of our systems in ways that our current systems do not. Two 
large departments, two good electronic health records, maybe the 
two best in the country, but they do not get it done for us. 

Mr. Austria. Mr. Secretary, if you can keep us posted on how 
that progress, or hoping there is progress, and how those meetings 
go and what kind of progress you are making, that would be very 
helpful. 

Secretary Shinseki. I will. 

UNSTERILE MEDICAL EQUIPMENT 

Mr. Austria. You know, when we met last week, and I appre- 
ciated you coming to my office very much and sitting down with 
me. We had an opportunity to discuss a situation in my backyard 
with the Dayton VA Medical Center and the unsterile environment 
at the dental clinic there. And I expressed to you at the time my 
disappointment about the situation, how this could happen, and my 
disappointment in leadership. And I appreciated the fact that you 
acknowledged the fact that there was a failure in leadership there. 

And as I looked at this, it is my understanding that this type of 
situation has happened also in other VA medical facilities. Specifi- 
cally, let me give you an example, the St. Louis VA Medical Center. 
And it sounds to me, as we are looking at this more and more that 
this may not be just an isolated incident, that it has happened in 
other areas, like what happened at the Dayton VA Medical Center. 
Can you share with me what safeguards have been put in place to 
make sure that this situation, that the VA has put in place that 
it does not happen again, whether it be at St. Louis VA Medical 
Center, the Dayton VA Medical Center, or the other 270 VA Med- 
ical Centers across the United States? 

Secretary Shinseki. Well, Congressman, as I indicated to you, at 
least in Dayton, there are other examples where there has been a 
failure in leadership. In my opening comments, I talked about the 
three behaviors that we were after, one of which was people-cen- 
tric. I know it sounds like a bumper sticker or any marketing slo- 
gan. Unless we get into the fact, which for me is being people-cen- 
tric, we cannot be a service-oriented organization. That is what we 
need to do because people count. The center of our focus has got 
to be our veterans. That is the reason we exist. 

Around that focus, we have to have people that are properly well 
trained, that have the right attitudes, and that are well led. If we 
have those things in place, we are going to be okay. We have 91 
million contacts with veteran patients a year throughout all of our 
systems and you know, we cannot possibly supervise every one of 
those contact points so we need to train people to do this properly. 

Let me call on Dr. Petzel to get into the details of what occurred 
in Dayton with one dentist who did not have the right behaviors. 
More importantly, the command climate, as I would call it, the 
leadership environment there was people who were unwilling or 
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unable to stand up and say something had gone wrong. That was 
the problem there and that is what we have to fix. 

Dr. Petzel. Thank you, Mr. Secretary. 

Congressman Austria, at Dayton, particularly, the Secretary has 
hit the nail absolutely on the head. This was a failure of leader- 
ship, particularly in the dental clinic. People did speak up and re- 
mark on this behavior and that it was inappropriate. Both the den- 
tal chief and others did not do the things that they needed to do 
in order to cope with that kind of behavior. 

That is just absolutely, as the Secretary has pointed out, unac- 
ceptable. The critical thing here is you need to have leaders that 
are responsive, that people can talk to, and who demonstrate when 
people talk to them that they do indeed act on what is happening. 

I want to make one other point briefly, and that is there is quite 
a distinction between St. Louis and Dayton. Dayton was this single 
individual and the lack of appropriate infectious disease practice on 
his part. 

St. Louis was a problem in the Supply, Processing, Distribution 
unit, SPD, with the sterilization of instruments. We think in terms 
of that issue, we have got processes in place across the country, in- 
spections in place across the country where we do not expect that 
will happen. We are very proud of our processing and distribution 
oversight presently. 

In terms of Dayton and preventing that, as we pointed out, lead- 
ership is one thing. The other thing is there are published standard 
practices for the most basic kinds of infection control practices that 
we do try to ensure people follow. 

Mr. Austria. When you say — and I know my time is running 
short — I just wanted to just follow up, because there has been sev- 
eral reports out there as far as how this was being handled. And 
quite frankly, I thank you for the meeting last week, because I am 
very optimistic we can move forward now after that meeting. But 
there have been reports out there that this leadership, this commu- 
nication was not there, and that all the way up to the director now 
has been reassigned. And it was suggested that he even got a pro- 
motion as a result of this. I would like for you just to address that. 
Because after our discussion, you indicated to me that was not cor- 
rect. But I wanted to ensure that we have got a good leadership 
and chain of command in Dayton, and precautions in place and 
procedures in place to ensure that this does not happen again. If 
you could just comment on those issues. 

Secretary Shinseki. We have put in place the procedures that fix 
what went wrong in Dayton and allows us to give you the assur- 
ance, this is a sustainment issue. Over time, we have to develop 
leadership. We have to teach. That is the only way we can assure 
we are going to preclude this from happening again. It is commu- 
nication within an organization. A good organization is sort of like 
a good family. You are going to have your hard discussions around 
the dinner table, but when you get up, you are still a family. That 
is what we need to build here. 

I would offer one other assurance, Congressman, this one above 
all. What happened in Dayton took a while to come to the surface, 
but it finally did, and it was VA who discovered this occurrence. 
When that happened, we went in and investigated. Then we adver- 
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tised what we found, and we made tough calls about how long this 
had gone on. There was no explanation for it, but failure in leader- 
ship. Leadership was replaced, not just at the director’s level but 
within the clinic as well. 

What I will assure you is that VA will continue to look for areas 
where we are not meeting our standard. When we find it, we are 
going to advertise it, and you will hear about it. That is the only 
way for us to ensure that standards are met. 

Mr. Austria. And I want to work with you to help reestablish 
the confidence back with our veterans back in Ohio and the Amer- 
ican people, quite frankly, because I know that is a very important 
medical center that we have in the Midwest. And there has been 
a lack of confidence. And there have been reports out there, this 
and that, that some may be true, some may not be true. And I am 
committed to work with you. And I appreciate your comments. 

Thank you, Mr. Chairman. 

Mr. Culberson. Thank you very much, Mr. Austria. 

Let me recognize the gentleman from Virginia, Mr. Moran. 

Mr. Moran. Thanks very much, Mr. Chairman. 

Since we have the chairman of Defense Appropriations with us, 
and we appreciate your being here throughout the whole hearing, 
Mr. Young, it bears mentioning or recalling a time back when Sec- 
retary Shinseki was Chief of Staff of the Army at the beginning of 
the Iraq war. And in Defense Appropriations, of course, he was tes- 
tifying, and we asked him how many troops he felt that that con- 
flict was going to require. And he gave us a truthful number that 
turned out to be right on the nose, as opposed to Secretary Rums- 
feld, who outrageously lowballed it, and Mr. Wolfowitz, who told us 
it was not going to cost us a dime because we were going to get 
it reimbursed completely in oil revenue. A trillion dollars later. So 
some of us feel that General Shinseki — that is accurate, is not it? 

ARLINGTON NATIONAL CEMETERY 

Some of us feel General Shinseki was treated punitively at the 
time. But he has earned his credibility. He is a man of great integ- 
rity and competence. So it is terrific that he is the Secretary of Vet- 
erans Affairs. But having said that, let me ask one of the folks who 
works with him, Mr. Muro, the Arlington Cemetery, as you know, 
has been the scene of mass graves, where they had to dig up the 
bones and try to figure out who it was that was in these burial 
plots. We have had mislabeled headstones, all kinds of stuff. I am 
sure you have read about it. I just want to ask you, have you given 
any serious consideration to VA being responsible for that oper- 
ation? 

Mr. Muro. Thank you for that question, Congressman. 

Let me start off by saying that we sent one of our best employees 
over there. The new superintendent of Arlington National Ceme- 
tery, Pat Hallinan, was a VA director of field operations. Prior to 
that, he served as a cemetery director at Calverton National Ceme- 
tery, which was one of our top cemeteries. 

Mr. Moran. No, I know. All the more reason why 

Mr. Muro. He has the strength to turn that cemetery in the 
right direction again. 
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The other thing we have done, is support him well with other VA 
individuals that go over to help get the cemetery going in the right 
direction. They have actually started using our National Training 
Center. We have an MOA with the Army to help train their indi- 
viduals to get it going in the right direction. I think at this time, 
a time of war, for us to make decisions of relocating Arlington Na- 
tional Cemetery to the VA Department is probably not the right 
time. Maybe after we are no longer in war. The soldiers that are 
over there will understand that we are there to support them. We 
are there to do what we can to make sure they do not have to 
worry about those issues. 

Mr. Moran. I understand. Just think about it. Because one of 
the problems has been that we have not had the kind of coordina- 
tion we should with regard to other veterans cemeteries around the 
country. But I won’t pursue that because I do not want you to be 
put on the spot right now. I just want to make sure you are giving 
it serious thought. 

Secretary Shinseki. Mr. Moran, if I might add, I have personally 
assured Secretary McHugh that whatever he needs, we are stand- 
ing ready to provide. And hence, we have the MOU and people 
going through our training programs. We have augmented where 
necessary, and we are going to help him fix this. Then when it is 
appropriate to have that discussion, we will have it. 

JOINT ELECTRONIC HEALTH RECORDS 

Mr. Moran. Just have the discussion. And I am not necessarily 
recommending it should be done. I just want to make sure we give 
it full consideration. Because we need to coordinate our veterans 
cemeteries I think a little better. 

A number of members have brought up the attempt to automate 
your electronic health record systems. There was a GAO report, as 
you know, just this month that made it clear that DOD and VA 
still have a long ways to go. As we know, on Defense Appropria- 
tions, we put billions of dollars into automating health records for 
the DOD. And the VA has an estimated $11 billion program that 
will be completed by 2018. 

The problem is these are all the same people. The same people, 
whether it be DOD or VA, it is the same person, the same body, 
the same health record. And gosh sakes, it would seem that we 
ought to coordinate with the information that DOD has with the 
information that VA has. You know, we categorize this information. 
And it would seem not only could we achieve economies and effi- 
ciencies of scale, but we could do a better job of treating the vet- 
eran because there may be stuff in their health record before they 
came under the VA that really ought to be taken into consider- 
ation. 

So I would hope that we could pursue that. And I do think it is 
appropriate and it is consistent with other suggestions that we 
take the GAO recommendations to heart and see if we cannot do 
this. I know both of you are going along tracks to automate, but 
to some extent, even though they are parallel tracks, they are sepa- 
rate tracks it seems. 

Mr. Secretary. 
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Secretary Shinseki. Mr. Moran, I think the meeting tomorrow 
with Secretary Gates is going to advance the discussion here. He 
and I are committed to fixing this. I do not know what the past 
history has been, but he and I have committed to this. I think by 
the end of April, we will have an outcome. 

Mr. Moran. Very good. 

Secretary Shinseki. I will say I did not grow up in VA and I am 
not a clinician, so I did not know the VA’s health record until I 
came over here. I very much was used to the DOD health record 
and I knew that was pretty good. 

I will say there is a significant difference between the two. There 
is great power behind what VA has as a health record. In fact, 
when I go on my occasional visits to Walter Reed, and sometimes 
solicited, sometimes unsolicited, the electronic health record comes 
up. I have yet to have a doctor in uniform tell me that the VA 
health record is not a good one. Many of them say they would like 
to have the capabilities, not necessarily the health record, but the 
capabilities that go along with the VA health record, which is hav- 
ing every X-ray you have ever taken and every blood test on record. 
All your pharmacy calls and every surgical note that is provided by 
a physician is there. That describes the requirement, which is a 
key word in the acquisition process. If that defines the require- 
ment, we ought to be sure we capture that as VA and DOD move 
forward here. We need the right capabilities. 

Mr. Moran. Wonderful, Mr. Secretary. 

EDUCATION EMERGENCY PAYMENTS 

Mr. Chairman, I have one other little issue, if I could get it out 
there. And this has to do with processing of the post-9/11 GI Bill 
payments for education. Because of an inability to quickly and 
automatically process education credits, VA issued 122,000 emer- 
gency payments worth $356 million for students that were facing 
delayed education payments. This was a year ago. But the Inspec- 
tor General estimated a loss of about $87 million in unrecoverable 
debts out of that $356 million in emergency payments. 

As of this past February of 2011, you had initiated collection ac- 
tions for approximately 90 percent of the individuals who got those 
payments. You recovered 67 percent of the total payments. Given 
100,000 emergency payments for students’ education benefits under 
that new law, are we going to make sure that that is a thing of 
the past, that it was just a one-time thing to try to do as much as 
we could for those kids, but that it is not going to happen again? 

Secretary Shinseki. I will give you my assurance that I will do 
everything I can to not have this happen again. I arrived in Janu- 
ary of 2009 thinking I was going to work on the backlog. That was 
the highest priority I had on my books coming out of confirmation 
testimony. Then I discovered that we had a GI Bill to implement 
by August. Also a request had been made to extend the timeline, 
and the decision was it must be implemented by August. So we 
moved out. No automation tools. We did it with pencil and paper. 
By the fall, in October, we realized that we were not getting the 
claims processed the way students needed them. It was not their 
fault the processing of those claims was backed up. In fact, in De- 
cember, by the second week, we were receiving 1,500 to 2,000 en- 
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rollment claims from schools a day. So if you go a week, that is 
10,000; 2 weeks, 20,000 and so forth. That would carry over into 
the spring semester. 

What we needed to do was to go to emergency payments. We did 
not want to do that, but we realized there was a gap on what we 
were able do because we just did not have the enrollments verified. 
I hope never to have that happen again. 

We are collecting overpayments. I think our collection number is 
a little better than the snapshot that the IG provided. In the mean- 
time, we have developed automation tools that we are about to 
fully automate. We are almost there. We have one more automa- 
tion drop, and then we will be fully automated for the long term 
with the GI Bill. I think that is a good outcome. What is also a 
good outcome is we learned reengineering business processes by 
having to go through this with a stubby pencil. Automating proc- 
esses allows us to get that quantum leap in capability. Rather than 
automating a bad process and getting lousy decisions faster, we 
went through this change. I do not know that there is anything to 
add here from Mr. Walcoff. 

Mr. Walcoff. The only thing I would add is that because of 
some of the streamlining methods that we did the first fall season 
in 2009, when we went through this past fall in 2010, we were able 
to process without any of the difficulties that we experienced the 
first time. That is a good indication. The other thing I would tell 
you is the IT tools that were delivered, by Mr. Baker and his team, 
were really outstanding. They have enabled us to really cut to a 
fraction of the amount of time it used to take to process a claim. 

Mr. Moran. Very good. Nice job. Thank you. Good response. 
Thanks for the service. 

Thank you, Mr. Chairman. 

Mr. Young [presiding]. Mr. Moran, the chairman has just gone 
to vote, so we will continue. 

Oh, Mr. Bishop is gone as well? 

HEROES RANCH 

Well, then let me ask you, Mr. Secretary, the James Haley VA 
Hospital in Tampa has proposed a pilot program called the Heroes 
Ranch, a way for veterans and their families to rehabilitate in 
areas that are similar to their age status, things of this nature. 
They have recommended this pilot program. I do not know if the 
VA has endorsed it or whether it is going to be carried out as a 
pilot program. Can you tell us anything about that? Are you famil- 
iar with the program? 

Dr. Petzel. Congressman Young, yes, I am familiar with that 
program. We have been in discussions with Tampa VA as to how 
we might do something like that. Let me give you a little more de- 
tail. The actual Heroes Ranch program entailed the purchase of, I 
think, about 300 acres of land. What we are looking at is a way 
to do something like the Heroes Ranch closer to the campus in a 
more confined space. The program is being looked at. 

Mr. Young. Is there an estimate? If this pilot program proved to 
be effective and something that would be in the best interests of 
the veteran, is there any indication of what the cost might be, how 
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many of these programs we would need to put into effect in order 
to service the veterans community that would be subject? 

Dr. Petzel. Congressman, I do not have that information. We 
could certainly, in post-hearing questions, get back to you and be 
more specific, but I do not have that with me, no. 

ELECTRONIC HEALTH RECORDS 

Mr. Young. Okay. That is fair. Talking about medical records, at 
one point, we had a bit of a controversy between the Navy Hospital 
at Bethesda and the Haley Hospital relative to a veteran that had 
actually died at Haley. And there was a dispute as to whether or 
not he came with the infection, which ended up being meningitis, 
and did he come from Bethesda with it or not? The folks at Be- 
thesda said that he was clear of it, had no meningitis when he left 
for Haley. But Haley said he came there with meningitis. 

We got into the discussion of medical records and exchanging 
medical records between VA and a military medical hospital. We 
talked about developing a pilot program where Haley and Bethesda 
could exchange electronically medical records because of this dis- 
pute. 

I am not aware that it ever went anywhere. I am not aware that 
we ever developed a program in order to exchange these medical 
records. But it would seem to me that for Haley to have access to 
the military hospital’s records or vice versa, would be really in the 
interests of the patient. 

Dr. Petzel. Congressman Young, you are absolutely right. I am 
not familiar with the specific case that you mentioned. 

I am going to have to assume that it happened earlier, that is 
several years ago perhaps, because we now have the Bidirectional 
Health Information Exchange system, which allows us to exchange 
records, not quite perfectly, but exchange records extensively be- 
tween DOD and the VA. 

Early in the history of our polytrauma centers and in the history 
of the conflicts in Iraq and Iran, we did have difficulty commu- 
nicating. Those difficulties have mostly disappeared. We do have 
good, I think, record exchange. Not as good as we will have if we 
have a joint record, but really quite good. If we could perhaps talk 
with your office afterwards and find out the details about the case 
that you mentioned, I could maybe put it into better context. 

Mr. Young. Okay. You are exactly right, it was I think about 2 
years ago that this particular case occurred. But all the medical 
professionals involved agreed that there was some lack of assur- 
ance as to what the Marine’s actual medical record was. Did he 
have a disease, or did he not have a disease? But the end result 
was he passed away with meningitis. So, anyway, we would like to 
explore that, because I think it is important. 

Dr. Petzel. Yes, sir. We would like to also. 

Mr. YOUNG. Okay. Well, thank you very much. 

Mr. Bishop. 

Mr. Bishop. Thank you very much. 

JOINT VA-DOD MEDICAL FACILITIES 

I know Mr. Farr went up to vote. And I think he does have an 
additional round of questions. But in the meantime, let me ask the 
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Secretary, and I thank the gentleman for yielding. Mr. Secretary, 
we have talked a little bit about joint DOD-VA medical facilities. 
And I am very extremely interested in expanding the number of 
joint DOD-VA medical facilities that you have now up and oper- 
ating. And in particular, of course, I have an interest in the Martin 
Army Community Hospital at Fort Benning, Georgia. We discussed 
the issue pretty thoroughly yesterday. But for the benefit of my col- 
leagues on the committee, I wanted to ask you to recap the key 
issues that are associated with joint facilities and a few of the spe- 
cifics concerning the Martin Army project. 

Secretary Shinsekl Congressman, I would just summarize here 
and say that I appreciate the concerns of veterans in the Columbus 
area for access to the quality care that they should get. I under- 
stand that they go to Tuskegee because of the proximity of 
Tuskegee to Columbus, as opposed to Atlanta. So they are leaving 
the State of Georgia to do this. 

I am also under the impression that the United States Army is 
moving the Armor School and Center from Fort Knox, Kentucky, 
to Fort Benning. 

Mr. Bishop. To create the maneuvers center, which is infantry 
and armor. 

Secretary Shinseki. When that happens, the Benning population 
of active duty is going to increase. That usually means there is a 
tendency for an increase in the veteran population. We will have 
to look at this. 

I do not know we have good data on what the outcomes will be, 
but we will look at that and try to understand what the require- 
ments are going to be in terms of health care for veterans. 

Mr. Bishop. And you have some existing facilities. Can you kind 
of describe how those operate? I think there are a couple different 
places in the country where the DOD and VA have the joint facili- 
ties. Can you describe those for me? 

Secretary Shinseki. Yes. We have one in North Chicago with the 
Navy. We are also with the Army in Tripler Medical Center out in 
Hawaii. VA is located inside the Tripler complex, and we are still 
learning. These are two Departments with the same health care re- 
sponsibilities but some different processes. 

Veterans sometimes have difficulty getting onto a military instal- 
lation because they do not have the right identification. These are 
some of the issues we look at as we decide to locate VA facilities 
on a DOD installation, things that we have to work out. 

Mr. Bishop. I appreciate very much your willingness to look at 
it. In fact, I guess, we asked for a study in one of our appropria- 
tions bills a couple years back. And of course, obviously, access 
would be a requirement. And of course, given the high retired 
Army population in the Fort Benning area and, of course, it will 
only increase with the Armor School moving there because you will 
have armor retirees as well settling in the area. I would think that 
population, when you do a census count, will probably determine 
that that is a pretty heavy population, a densely populated area 
there with veterans. 
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HOMELESS VETERANS 

Tell me about the homeless veterans. Last year, you indicated 
that you were going to be looking at homeless veterans. And you 
have put some initiatives in place. Tell me how you are dealing 
with veterans in rural areas and if and how you count those in 
your homeless populations. How do you know that they are there, 
first off, particularly when they are in those rural areas? 

VETERANS EMPLOYMENT 

And the other thing I would like for you to touch on is veterans 
employment. That is a big, big issue. And I know that the VA has 
some preferences, and other government agencies, for veterans 
preference. How do we get that to be enforced by the VA itself in 
terms of its employment as well as the other agencies? Because 
veterans are complaining constantly that they are not given the 
benefit of the veterans preference. 

Secretary Shinseki. Let me go after the homeless question first. 

I am responding to the President’s public statement here about, 
how in this country, there is no reason why any veteran should be 
living in a homeless condition. We have set ourselves after the task 
of ending veteran homelessness by 2015. 

I learned a long time ago as a youngster never to take on abso- 
lute statements because they get pretty hard to accomplish. This 
is almost close to being an absolute statement. 

I know that we have taken on, I have taken on, a big challenge 
here, but we have gone after this with some determination. First 
of all, I pin the rose here on Dr. Petzel. He is the lead coordinator 
for homelessness issues inside VA. The reason I do that is because 
85 percent, if our funding breakout is right, 85 percent of our dol- 
lars in the homeless programs go to health care. It is depression. 
It is general health. It is dentistry. It is PTSD, TBI, substance 
abuse, and suicides. If 85 percent of our problem is in that arena, 
then people with those capabilities need to be in charge. That is 
why Dr. Petzel has the lead. 

That does not mean that Mr. Walcoff in benefits is not involved. 
They are on the team, but this is being led and coordinated by Dr. 
Petzel. 

What that means is all the way down through our communities, 
every place there is a VA Hospital or an outpatient clinic, there is 
an individual as a coordinator in that area for homelessness. 

My encouragement to VA in this issue is to go from community 
presence to community leadership. Not just VA is there helping be- 
cause we are located in a community, and we have to be part of 
helping to find ways to solve some of these problems. 

So very much of that work has gone on inside of VHA, our health 
care administration. We put what I think are the required re- 
sources into the homeless program. Two years ago, we were esti- 
mated 131,000 homeless. The most recent estimate came out in 
January, and is 76,000. We are moving in the right direction but 
I would underscore the word estimate. 

I have come to find out in the homeless effort, the most visible 
part of the homeless problem is the individual on the street. By the 
time you address that issue, it is a rescue of someone who has gone 
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by a lot of rungs on a ladder and missed opportunities. So if we 
are going to end homelessness, it cannot be just rescue; it has to 
be prevention. 

I do not have a good way of making this estimate, but my sense 
is it is four to five times the number of estimated homeless vet- 
erans that we can see; four to five times that number are veterans 
at risk. They are one mortgage payment, maybe one more missed 
utility payment away. Some change to their lifestyle could put 
them into the homeless category. If we are going to end it, we have 
to be playing full court press in all these other areas. That is 
health care. That is education. That is jobs. We do pretty well in 
the health care. 

Education, we have this wonderful gift from Congress called the 
GI Bill. Right now, we have 423,000 young veterans going to school 
under the GI Bill. When you add vocational rehabilitation training 
and the Montgomery GI Bill, a preexisting bill, that number goes 
up to over 800,000. These are 800,000 youngsters who are, particu- 
larly at this time when the economy is not doing well, in the right 
place getting trained for the next phases of their life. Congress has 
much to do with this. 


JOBS 

On jobs, in VA, we have a concerted effort on to hire veterans 
as part of the VA footprint. Two years ago, we were in the high 
20s, today we are up near 30 percent. Our target is to move that 
up to near 40 percent. Our intent here is to provide veterans oppor- 
tunities inside the VA organization. 

We also have a Veterans First contracting process that our con- 
tracts can be competed for by veteran-owned small businesses. 
Once a year, we run a training program, and we encourage vet- 
erans to begin their own businesses. We will be doing that again 
this July. 

Mr. Bishop. Thank you, Mr. Secretary. 

We had discussed another issue, and I won’t discuss that here. 
I think we can talk about that off record. 

Secretary Shinseki. Fiduciary? 

Mr. Bishop. Yeah, the fiduciary. But this was in reference to em- 
ployment and vendors, veteran-owned businesses. We can talk 
about that either on the next round or off line. 

Secretary Shinseki. Okay. 

Mr. Bishop. Thank you, Mr. Chairman. 

I believe Mr. Farr had some further questions that he wanted to 
ask. 

Mr. Culberson [presiding], I do, indeed. If you are time limited, 
if you are limited on time, Sam, I would go to you first. But I would 
need to ask the gentleman from Mississippi to yield, because I 
want to rotate back and forth. 

Mr. Nunnelee. If you need to leave, that is all right. 

Mr. Farr. I do not have to leave. 

Mr. Culberson. Okay. Let me go to the gentleman from Mis- 
sissippi. 

Mr. Nunnelee. Thank you, Mr. Chairman. 
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OPERATIONAL IMPROVEMENTS 

Mr. Secretary, I think your budget assumes $1.2 billion in oper- 
ational improvements. Can you elaborate on those operational im- 
provements? What are they? What kind of assumption is that? 

Secretary Shinseki. Just getting a little coaching here, Congress- 
man. 

Mr. Nunnelee. I have been here 10 weeks. I have had a lot of 
coaching. 

Secretary Shinseki. It is part of our savings program that I de- 
scribed earlier. There is opportunity at the end of this year, 2011, 
where we are going to show about a $1.1 billion savings. We are 
taking part of that, $600 million, and investing it in the 2012 budg- 
et, and $500 million, the second piece of that, and investing it in 
the 2013 budget. At the end of 2012, we anticipate another savings. 
I believe this is the $1.2 billion that you are looking at, and we 
think that over the 3-year period, 2011, 2012 and 2013, we will 
show about a $3 billion savings over that period of time. 

Mr. Nunnelee. How will you achieve that savings? It has been 
reported to me that it may be through using nonphysician pro- 
viders, LPNs instead of doctors and nurses. Is that how you are 
going to achieve that? 

Secretary Shinseki. Yes. A variety of categories here. Some of it 
has to do with using Medicare payment rates for non-VA care pay- 
ments that allows us to advantage ourselves of those rates. We are 
going to see savings out of that. 

We are realigning clinical staff and resources so we have physi- 
cians doing what physicians are trained for and best at doing, and 
we have nursing staff doing other things. We have gotten a little 
bit out of balance here so we are realigning. 

We will see some significant savings as a result. We are also 
bulk purchasing and doing smart things on acquisition. That is 
going to show about a $355 million savings in that arena. Again, 
VA real property cost savings and innovation, we think, is going to 
help round this off at about $1.2 billion. 

Mr. Nunnelee. Well, I am very much interested in achieving ef- 
ficiencies, but not at the expense of health care for veterans. I want 
you to assure me that as you achieve these operational improve- 
ments, it is not going to be at the expense of added wait time or 
diminished quality of health care, or that you are not able to 
achieve it — therefore, leaving you less money in your budget. 

Secretary Shinseki. You have my assurance that that will not 
happen. 

Mr. Nunnelee. All right. Thank you. 

Thank you, Mr. Chairman. 

Mr. Culberson. Thank you very much, Mr. Nunnelee. 

I recognize the gentleman from California, Mr. Farr. 

Mr. Farr. Thank you very much, Mr. Chairman. 

RURAL ACCESS 

I was with Secretary Vilsack not too long ago out in my area. 
And it was interesting what he was pointing out as being former 
Governor of Iowa, mayor of a small town, and now Secretary of Ag- 
riculture, that the highest percentage of society that enrolls and 
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enlists in the military comes from rural America. Rural America 
has been traditionally more supportive of our Department of De- 
fense. When you think about how we handle rural America, we put 
a lot of our not-in-my-backyard activities there. So the training 
bases, where you really get active and have gunfire and bombing 
practices and so on, is all out in the rural area. 

In fact, rural America is probably DOD’s most loyal culture. DOD 
built in my area back in the early part of the last century a train- 
ing base called Fort Ord. It ended up being the largest training 
base in the United States ever to be closed. Before it was closed, 
through all the wars, World War II and Korea and Vietnam, it was 
one of the major training bases in the United States. It was for- 
merly under the command of General Stilwell. It was the first mili- 
tary base in the United States to be integrated after World War II. 

And we are a small area, probably about 110,000 total. So when 
the base closed, 33,000 people left about 27,000 acres, an area 
about the size of the city and county of San Francisco. We felt that 
we could now use this former military property for benefits for the 
veterans. I am really frustrated that we cannot really focus on all 
of these tasks that the communities made. Local veterans are out 
doing raising money and doing golf tournaments and everything 
they can to build a veterans cemetery. We are also working with 
the DOD that is still there, the Naval post-graduate school and the 
Defense Language Institute, to build a joint VA/DOD clinic. 

The area has a lot of homeless veterans with families, some of 
them from Iraq, Afghanistan, some of them still left over from Viet- 
nam. The local community is trying to raise money through local 
charity to get some transitional housing. 

All of these burdens are essentially the responsibilities of the De- 
partment of Veterans Affairs. Mr. Secretary, I do not know what 
it takes internally, but can you do whatever it is, stand down or 
muster or whatever it is among all the Under Secretaries sitting 
around you: one who is interested in trying to do the veterans clin- 
ic, one who is trying to do the cemetery, one who is interested in 
homeless and transitional housing — I am pointing out the military 
built a lot in the rural area, but when it came to providing services, 
the VA’s are all located in urban areas. So that is where you build 
your clinics, that is where you build your hospitals. And you got 
a great one in Palo Alto, but that is 100 and some odd miles away. 
You got a VA cemetery that is in San Francisco, but closed, and 
it is about another 100 miles to another cemetery. Your VA re- 
gional office is there. And most of the transitional housing for vet- 
erans is in the urbanized Bay area. 

What I am suggesting is there has got to be a rural strategy as 
well. And we need a rural strategy that is as good as when the 
DOD’s closes a base. At former Fort Ord, I think we did a lot of 
responsible things. Built a new university. And here we have all 
this real estate available at no cost, still in the Federal ownership, 
where we could do some stuff for veterans. 

I would like you to just see if we can drill down and get this 
thing done. I mean, I am really kind of surprised that with all the 
knowledge you had about Fort Ord, that when you have an oppor- 
tunity to open an annex, you go to Alameda. I mean, it is just like, 
you say you are our friend, saying if you come along and get this, 
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we will help you, but then you go out on your own and invest 
money so that you can build something in Alameda. That really 
bothers me. 

Now my brother-in-law is disabled. And I have become very, very 
sensitive to accessibility. And one of them, the most of all, is tran- 
sit. You are trapped in your home because if we want to go to the 
VA Hospital, you have to get volunteer drivers to drive you. There 
is no transit service. And yet our local transit company said they 
would sign a contract with the VA. We could do this. If veterans 
do not have a car, they have to rely on somebody coming to pick 
them up and take them out. And we have a wonderful community 
that does that. But you know, that is all volunteerism. And when 
it is not there, it is not there. It is not reliable. 

And so the idea of really providing quality of life and inde- 
pendent living for these veterans, which we are trying to do not 
just for veterans but everybody in our community, can we get some 
real attention on how we might be able to have a Federal transit 
benefit for our veterans and the services for veterans in our local 
area? We worked it out with all the schools. We worked it out with 
the Army. They are contracting for the DLI to do that. Can we 
really figure out how we can get over these little cemetery hurdles 
that seem to be just nuts? 

But what I need from you is, yeah, we will look at all these 
issues at Fort Ord. Frankly, I am thinking about Hawaii. Hawaii 
is a rural State. And like my area, it is an agriculture and tourism 
State. But what makes Hawaii Hawaii, why it is so accessible for 
all the retired military and veterans is because you got these tre- 
mendous military bases there with great hospitals. And so they go 
with space-available basis. And if you took the military out of Ha- 
waii, the State would really suffer economically, and certainly qual- 
ity of life, for an awful lot of people. It is lucky, as a rural State, 
that it has those resources. 

But think of the rest of America. The President has told us that 
half this country cannot get access to IT because they do not have 
any broadband. So what about all those veterans that are going to 
be, again, in the rural areas that will not be able to get access to 
the Internet? 

So we need to have a veterans rural strategy. We can provide 
that infrastructure so that they can get access to these things. 
Look, let’s get over all the hurdles here, I think we can get over 
them. I have been working on this 10 years, and everything is one 
step forward and one and a half steps backwards. I want to get 
some of these things resolved. 

And I know you can do it. You are a go-to guy to get things done. 
And I appreciate your leadership on that. I am just asking, I am 
tired of being here year after year and trying to beg pennies to 
move an inch. I need some help. 

Secretary Shinseki. Congressman, as I have for the past 2 years, 
I tell you I will work this with you. We do have a rural strategy. 
It is fledgling. We have in the last 2 years put $500 million into 
it. We are putting another $250 million this year and $250 million 
in next year as well. The kinds of things that are touched by it are 
community-based outpatient clinics, primary care facilities, health 
care service expansion, and so on and so forth. 
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That does not address the fact that out of our 8.6 million veteran 
enrolled population, 3.5 million are in rural areas. The challenge 
for us is delivering rural health and, I think you can see what we 
have done over the last 15, 20 years. We used to have just VA hos- 
pitals, sort of the flagships, and everybody had to come to the flag- 
ships. Then over the last decade and a half, we have begun the mi- 
gration of service delivery to where people live. That is why you 
have community-based outpatient clinics and Vet Centers. We have 
about 50 mobile vans that deliver care to areas where veterans do 
not drive. 

Mr. Farr. And some of the best turnouts and successes with that 
mobile van have been in my district. The point here is that we 
have got DOD, excess DOD property. So we could do all these 
things. But we have 75-mile limit issues, as you know, and we have 
talked about 

Secretary Shinseki. I cannot explain what happened on that last 
decision. I am going back to look at it. As you indicated, it was sort 
of stunning to have that as an outcome but we will go back and 
investigate whether or not there is any opportunity for waiver. 

You raised water rights issues. I am looking to see if we can 
build on Fort Ord, whether there is an option. I want to make sure 
I get as smart as you are on the water right challenges between 
Seaside and Marina. These would be, in my opinion and I hope 
yours, options if we cannot do it on Ord because of the enormous 
upfront costs. 

Mr. Farr. As we talked, we have already found another property 
across the street that might be available for a joint VA/DOD clinic. 

Secretary Shinseki. It is not Army property? 

Mr. Farr. No, it is not Army. It is Seaside. You gave it to them. 
And they are willing to do it at no cost. So we have got some move- 
ment. We do not know whether it works. But my point is it is all 
of these things. If it is us, it is also the rest of a lot of rural areas 
in this country. And I think that there ought to be some collabora- 
tion with other departments. 

America needs a rural strategy of how you keep people in rural 
areas. That is not veterans, but you are part of that family. Vilsack 
is responsible for putting that strategy together and looking how 
we might, if we are going to do broadband in the rural area, well, 
then let’s link up all the veteran IT with that broadband, so that 
the rural veterans can get access. If we do smart transportation 
contracting with public transits that are there that can do these 
mini-contracts cost-effectively, let’s do that. 

Mr. Farr. Those are the kinds of things I am — they do little 
things, but they mean a lot if you are in a small community. 

Secretary Shinseki. Secretary Vilsack and I have talked about 
the aspect of such a high percentage of veterans coming from rural 
areas. We haven’t gotten to the details you are referring to here in 
terms of putting those links in, but I am happy to have that discus- 
sion with him. 

Mr. Farr. Thank you. Thank you, Mr. Chairman. 

Mr. Culberson. Thank you, Mr. Farr. 
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VA RURAL INITIATIVE 

To follow up on his question, Mr. Shinseki — I know this is a 
great source of frustration for all of us in Congress. I know how de- 
voted you are, sir, to — all your staff is — to serve our veterans. But 
the rural initiative, Sam, it looks like in 2010 they had $500 mil- 
lion — $250 million they are asking for in 2012, and of course 2011 
we are still trying to resolve. 

But Sam raises a really valid point and that is that a lot of it 
is just simply like transportation. These are just commonsense, 
fundamental things that could be provided to veterans like Sam’s 
brother-in-law who is disabled and needs access. 

I represent an urban area that is fully developed, urban and sub- 
urban, and have heard complaints and concerns from veterans in 
some of the suburban areas of Houston who are unable to get ac- 
cess transit to the veterans facility in Houston. That is almost a 
billion dollars over the course of 3 years, Mr. Secretary. I know you 
are brand new to this. This just makes me nuts. 

Let me read the definition of this, Sam. Listen to this. A billion 
dollars. “The mission of the Office of Rural Health is to improve ac- 
cess and quality of care for enrolled veterans residing in geographi- 
cally rural areas by developing evidence-based policies and innova- 
tive practices to support their unique needs.” It is just like bureau- 
cratic gobbledygook. And all you need is bus service. Just rent a 
bus like Sam is talking about. 

“ORH collaborates with a range of stakeholders to conduct stud- 
ies and analyses and implement and evaluate innovative pilot 
projects.” We don’t need pilot projects. We just need buses, Sam, 
right? Just commonsense stuff. This sort of stuff makes me nuts 
when I read this and the vast amounts of money involved, and 
Sam’s brother-in-law can’t even get transit. And I hear the same 
thing, Sam, from my area. 

Mr. Farr. No, I didn’t say he can’t get transit. He is fortunate, 
and he drives himself. I mean, they have done a lot. These clinics 
that move, the mobile clinic, great thing. But you come to a place 
in a rural area. That means there are still veterans that are going 
to try to get to that place who may live 100 miles from where that 
mobile unit is, but 200 miles from where the hospital is. So we 
need more 

Mr. Culberson. This is just so poorly defined. 

Mr. Farr. They need more linkages. These are all silos. 

Mr. Bishop. Will the gentleman yield? 

Mr. Culberson. Certainly. It is my time and I am happy to 
yield. 


TRAVEL REIMBURSEMENTS 

Mr. Bishop. Thank you. Mr. Farr’s brother-in-law does have 
means. But I represent a rural area and I have lots of veterans 
who don’t have means. They don’t get it from the veterans service 
organizations, and one of the complaints is that they have to pay 
somebody to drive them to the hospital and, of course, they have 
issues with the reimbursement rates or with getting reimburse- 
ment at all. 
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What are your policies for reimbursing veterans who have to 
travel to the VA medical center or the VA medical hospital in 
terms of paying travel costs, reimbursement for mileage? 

Secretary Shinseki. They are reimbursed at 41 cents a mile. 

Mr. Bishop. Isn’t that reimbursement conditional? 

Secretary Shinseki. That is an increase. Three years ago, it was 
11 cents a mile. We have increased it for the last 3 years to 41 
cents. 

Mr. Bishop. But they have got to get cleared in order to get that 
reimbursement. They have to be authorized to get the transpor- 
tation. What does the veteran have to go through to get that? 

Secretary Shinseki. This is conducted at the site where they get 
their medical care. I am going to call on Dr. Petzel for the details 
here. My guess is that the veteran goes to the hospital, goes to the 
appointment, demonstrates they were there, in fact, on a hospital 
appointment; and then demonstrate what their costs were, and a 
calculation is made to reimburse them. I think that is the way it 
works. 

Mr. Bishop. Because often they don’t have the upfront money, 
and of course they get to the hospital and they want to get reim- 
bursed so they can get back home, because whoever drove them 
there is waiting for them to take them back home. And if they get 
difficulties, then they won’t get that ride again. 

Mr. Farr. May I — will the gentleman yield? Let me just tell you. 
The DOD and the Army Reserve are in command of Fort Hunter 
Liggett, which is down in southern Monterey County. It is over 100 
miles to the veterans clinic, which is on the campus of the new Fort 
Ord, new university at Fort Ord. DOD has contracted to provide 
with the local transit system these rural access into remote Fort 
Hunter Liggett. They also have contracted with the university to 
provide service to the university campus. And actually the bus goes 
from the campus to Hunter Liggett, 100 miles away. 

But nobody has thought about maybe going out and getting the 
VA as one of the partners in that. And to me that makes sense, 
and I think that is partly the responsibility of the local transit. And 
the transit people actually told me that they are very interested. 
So I just want to begin the dialogue of there is something there 
that could be achieved. 

Secretary Shinseki. I am happy to have that. I would just say 
that the chairman was reading off a statement and I apologize for 
what apparently is sort of a bureaucratic description of what the 
Rural office is about. I talked about CBOCs and mental health sup- 
port and outreach. Transportation is one of those priorities that is 
part of what that $500 million includes in 2010; really it is 500 mil- 
lion over 2 years. 

The program began, I think, in about July of 2009. The monies 
arrived late. There was 250 million associated with the 2009 alloca- 
tion. We were not able to execute it all in 2009, so it carried over 
into 2010. That is the reason for the increased numbers of 490 mil- 
lion in 2010. The standard every year in, 2011, 2012 and so forth, 
is $250 million a year against the Rural Health program. Pre- 
viously we didn’t have a rural health office. We have now stood one 
up and we hope that this is the way we begin programs with good 
ideas and finding a way ahead. 
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Mr. Culberson. You weren’t quite ready to stand it up. I heard 
you say money rolled over to the next year. When I read a poorly 
defined description like that, it really rings my bell. And then to 
hear just the commonsense stuff that Sam and Mr. Bishop were 
asking about, these are just commonsense — you don’t need — what- 
ever that was — I lost the page — innovative pilot studies. This is 
just commonsense stuff that is — you are going to collaborate with 
a range of stakeholders to conduct studies and analyses and imple- 
ment and evaluate innovative pilot projects. It is a vast amount of 
money for what is clearly a poorly defined bunch of stuff that a lot 
of it is commonsense. It is extremely frustrating. 

Again, I am new to this and I have a great respect for my friend, 
Mr. Farr, the members of this committee that served here, and I 
am looking to them for advice and guidance on this. But it is my 
distinct impression there are advantages to coming in as brand 
new; and you are new as well, General Shinseki. These problems 
have been going on for years. 

Mr. Bishop, you told me as we went down to the floor, you came 
aboard in 1993. And tell him about our conversation on the way 
up, that you saw a lot of these same 

Mr. Bishop. The very same issues we are hearing now, of course 
those are the issues that veterans had in 1993 when I was on the 
authorizing committee. When I got to the Appropriations Com- 
mittee, it was VA HUD then, and I heard the same issues then 
from my constituent veterans. 

There was a hiatus during that period when Secretary Brown 
was the Secretary, and for some reason the veterans seemed to like 
him and they thought that he had instilled the kind of culture 
where they were getting the services they deserved. And as soon 
as he left, the culture seemed to have changed again. 

And I appreciate your intentions, as you expressed in our private 
conversations, that you intend for your tenure to be marked and 
remembered in the same fondness as that of Secretary Brown. And 
we want to help you do that, but those are perennial, chronic 
issues, and I think it has to do with a culture 

Mr. Culberson. Right. 

Mr. Bishop [continuing]. Within the VA staff that has a sense of 
arrogance, I guess, and a lack focus on customer service when it 
comes to veterans, and they express that every time we have a 
town hall meeting. And every time I talk with one in the office who 
has got a case, they are so frustrated, they don’t want to talk to 
the case workers anymore, they want to talk to me, because they 
think that will get them closer to a resolution. And, of course, every 
time I talk to you guys, I bring it to your attention because they 
are crying. And it is the squeaking wheel that gets the grease, and 
the crying baby that gets the milk. And I want to make sure that 
these veterans who are really hurting get some relief from the sys- 
tem. 

And this is where we have to make it happen — here. And then 
from here, then you have to get a stronger customer service focused 
culture to filter down through the organization so that every per- 
son, the person who pushes the wheelchair, who answers the 
phone, who fills out a form, who reviews an application, each and 
every one of them believes that they have got to be so committed 
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to serving those veterans that nobody could do a better job of serv- 
ing than they. 

Mr. Culberson. Hear, hear. And it is really up to you, General. 
I know this is a huge responsibility. You are new to the job as well. 
You may just need to fire a few people. 

Do you have a chain of command — and that is something you are 
used to — in holding people accountable and responsible, and if they 
don’t do their job, you dismiss them in the United States Army, 
and I hope you will do the same in the Veterans Administration. 
It is not acceptable. 

And as a brand new chairman at this job, I am certainly going 
to expect, particularly with our veterans, that the Department of 
Veterans Affairs be held in the absolutely highest standards of cus- 
tomer service and satisfaction among all the other agencies of the 
Federal Government. The VA ought to be the gold standard of cus- 
tomer service, because of your customer who you are serving, who 
have done so much for this Nation. I certainly want to hold you to 
that standard, and we will do everything we can to provide for you. 
You have got plenty of resources. I mean, these are huge amounts 
of money the Agency has been given over the years. Congress has 
been extraordinarily generous. You are one of the few agencies that 
gets advanced appropriations. 

Mr. Farr. It has only been a year. 

ACCOUNTABILITY 

Mr. Culberson. Yeah, it is still brand new. So the Congress has 
been extraordinarily generous, sir, and you are still new at the job. 
We really hope — and I cannot echo strongly enough what Mr. 
Bishop and Mr. Farr have said, that we really want you, sir, to be 
aggressive and assertive and assert the chain of command and hold 
people accountable. And I personally hope you will fire some peo- 
ple. It is just not acceptable for the benefits to lag on that long; for 
the inspector general to say that if you call any veteran who calls 
the national call center — the inspector general concluded that any 
one call placed by any caller has only a 49 percent chance of reach- 
ing an agent and getting the correct information. Not acceptable. 
In the private sector that wouldn’t be acceptable. 

Again, think about who the customers are in this case. These are 
the folks that have to be treated — I mean, absolutely you ought to 
be the gold standard. Claims processing, 23 percent were processed 
incorrectly; 50 percent of incompetency determinations were unnec- 
essarily delayed. It is just not acceptable, and vast amounts of 
money are involved. 

So I really want to work with you, sir. But I really hope you 
would, frankly, institute the same level of accountability that you 
had in the United States Army at the the VA. And I hope you will 
fire some people. Somebody needs to — always has a very salutary 
effect on others to fire people. Could you comment on that, sir? 

Secretary Shinseki. I sure can. Mr. Chairman, all the things you 
are touching on have to do with leadership. As I said in the begin- 
ning, people-centric means something in our discussions. It is about 
training our workforce, their having the right attitudes, and their 
being provided the right kind of leadership here, leadership that in- 
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spires. For the past 2 years that has been very much an effort on 
my part, building the leadership and the growth process. 

We now have a Senior Executive Management Office. We never 
had it before. We have one now. We look very closely at perform- 
ance and performance bonuses. I think you will see a significant re- 
duction between year 2009 and 2010 in terms of those kinds of rec- 
ognitions. The keyword here is “performance,” and that is what we 
look at very closely. 

Mr. Culberson. Will you fire people? 

Secretary Shinseki. We have removed folks, it is hard to use the 
word “fire” under the personnel rules we are required to work with, 
but we have removed people from positions. 

Mr. Culberson. Tell us what rules you need changed so you can 
hold them accountable. I think you see us ready — do what you need 
to do to take care of our veterans and make sure that we are not 
hearing this. This is just not acceptable. 

CONTINGENCY FUND 

Let me also ask you as we have gone on very long — in a couple 
of areas, I do want to make sure — I see in your health care budget 
proposal, you have proposed a contingency fund, asking this com- 
mittee, this Congress, for $953 million in a contingency fund that 
you would like this committee to set aside so you could basically 
use it as a contingency, when and if you thought you needed it. Of 
course, the best way to express how severe the financial problem 
we face is, Mr. Secretary, again you all are part of the mortgage 
payment, but money is so tight. The way to think about the prob- 
lem is that at the stroke of midnight on the first day of the fiscal 
year, we are already $105 billion in debt as a Nation. If you con- 
sider America’s mortgage payment to be interest on the national 
debt, Social Security, Medicare, Medicaid, our veterans’ benefits, at 
the stroke of midnight we are already $105 billion in debt because 
America’s mortgage payment consumes all our income. So every- 
thing we spend all year long is borrowed. 

So the new majority was elected not just to repeal ObamaCare 
and do it immediately, but to try to get us on a path to a balanced 
budget as quickly as possible. So we are going to be looking to try 
to find ways to save money. So I really need you to take another 
run at that letter that Mr. Bishop and I sent you. And this contin- 
gency fund, I have to tell you, it is very difficult to see how that 
can be justified in this sort of an environment, because essentially 
what you are asking is for to us give you this $953 million as es- 
sentially like a supplemental and just spend it when and if you 
need it. And we just don’t have that kind of money anymore. 

Secretary Shinseki. Mr. Chairman, I think what you will see out 
of our entire budget is an effort to put in place the right kind of 
behaviors to get to the issues that you are talking about; fiscal re- 
sponsibility. The way that we have gone about it is to emphasize 
the right behaviors. With the right behaviors, we are going to see 
at the end of the year the kind of savings that I think are appro- 
priate for a Department of this size. 

As I indicated, I think at the end of this year, we are going to 
have $1.1 billion in savings. What is intended here is to take $600 
million of that and invest it in the 2012 budget so that for the 2012 
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budget, the top line remains the same, but I am buying it down 
with $600 million of savings. I am not asking the Congress for all 
of that as new money because I am buying it down. 

In 2013 I am putting $500 million into the 2013 budget and, in 
fact, buying down which I think is doing what you are asking me 
to do. 

Let me talk about the contingency fund. The contingency fund is 
probably a lousy name for it because it sounds like some kind of 
a slush fund. I indicated that we use a model to estimate what our 
health care requirements are going to be. Into that model goes all 
kinds of things that you all have been talking about, with providing 
better access, better service, faster turnaround on disabilities, and 
transportation. All of that goes into this model called MILLIMAN. 
Over the past 7 years, MILLIMAN has been pretty precise on what 
the expectations might be. Not perfect as we occasionally come up 
with new areas we hadn’t considered, but it has been pretty right. 
OMB and GAO have both looked at it. 

What MILLIMAN has done to us for the first time is it has in- 
serted a requirement for an unemployment rate factor. We have 
never used an unemployment rate factor before in MILLIMAN. 
While we have good confidence in the MILLIMAN model itself, this 
is a new factor. 

I don’t have any experience here. In order to be transparent 
about this, I have declared that as a contingency fund. I didn’t try 
to tuck it in the budget and pretend it was not part of MILLIMAN. 
I said, this is something new and I don’t know what the level of 
confidence is. Transparently, I have offered to score that in my 
budget but set that money aside. OMB controls that money. I have 
no access to it unless the unemployment rate kicks in and I go to 
OMB and say the model was right, and here are the manifestations 
of it. At that point, OMB has the right to make the call and say 
that the money is released. If it isn’t released, the money goes back 
to the treasury, whatever is unused. All $953 million goes back to 
the treasury, and does not come to VA unless I can justify some 
portion or all of it. 

Mr. Culberson. It goes back to the treasury to be spent on other 
things, as it is currently designed. The way the law is currently de- 
signed, as I understand it, the $953 million, it would be in this ex- 
ample, would be returned to the treasury. The treasury can then 
move it around and it can be used elsewhere? 

Secretary Shinseki. I say “the treasury” as sort of a general dis- 
cussion rather than the Department of the Treasury. It goes back 
to the control of the government. I don’t have access to it. 

So I guess what I would describe this as, Mr. Chairman, is a risk 
mitigator, because I don’t know whether or not the model is cor- 
rect. The model has been correct on lots of other things. If the 
model is correct, then the $953 million is there and available for 
me to address the unemployment rate factor that is part of what 
we are talking about, and we will see greater numbers of veterans 
coming to VA for their care. 

When I arrived, I think the number of enrolled veterans 2 years 
ago was 7.8 million. Today it is in 2012, going to be 8.6. There has 
been that kind of growth in 2 years and I just can’t ignore at least 
putting in place a risk mitigator. If the model is wrong, the money 
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is in no harm. The money goes back to the treasury. If the model 
is right, then this provides us an opportunity to address the needs 
that are going to come up. 

Mr. Culberson. I understand your justification for it, sir. And 
I understand the uncertainty of knowing how many veterans are 
going to be coming into the system in the next 12 months. 

Part of my frustration that makes me crazy as a fiscal conserv- 
ative is funding that goes back into the Treasury and gets returned 
somewhere else and gets spent. The harm in it is that when we 
create that money, set it aside on our appropriations bill, the 
Treasury is then authorized to essentially create it. And the only 
way they can create it is to borrow it, I mean, to create debt, which 
is then sold primarily to the Chinese and to sovereign wealth funds 
of nations that are hostile to us. So the money is — it is harmful be- 
cause it doesn’t — it goes back to the Treasury and can be spent 
somewhere else, but it is all borrowed money. 

So I have got a real problem with that. That is a real source of 
concern, and I understand your uncertainty about the number of 
people that you are going to be serving, and obviously we want to 
make sure you have the funds necessary to take care of those folks. 
But I tell you, that is a real source of concern. 

Let me also wrap up. And we have 

Mr. Bishop. Will you yield for just a second on that point? When 
the funds are released, do they come in one lump sum or are they 
released in increments? 

Secretary Shinseki. My guess is, the unemployment rate factor 
doesn’t hit on the first day of the year. I will have to demonstrate 
there is, in fact, an unemployment rate that is beginning to show, 
and at some point I have to go in and apply for the funding and 
it will be for a partial amount. There may be several partials or 
none at all. 

Mr. Bishop. Thank you. 

Mr. Culberson. Staff point out that the money lapses and goes 
to reduce the deficit. But I am almost positive it is just returned. 
And once Congress creates it, it is created by selling debt. Treasury 
bonds are actually issued and sold in order to create the money, 
so the debt exists and is owned by, again, primarily the Communist 
Chinese, sovereign wealth funds, and others. It is just a bad idea 
unless we really know you have got the population. We are prob- 
ably going to have to figure out another mechanism to do that. 

Secretary Shinseki. Mr. Chairman, let me say that out of that 
$953 million, $713 million of that comes from VA savings this year 
that I am inserting into that project. So the real delta here between 
money that may be going to somebody else is about $240 million. 

Mr. Culberson. That is marvelous. And we were 

Secretary Shinseki. These are the right behaviors we are after, 
Mr. Chairman. 

Mr. Culberson. Yes, sir. Absolutely. No question. And thank 
you. This is the year to do it, because, again, all the money that 
is borrowed from the stroke of midnight the entire fiscal year, 
every dollar that this committee spends is borrowed, because the 
mortgage payment consumes all of our income. 
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I think typically Dave Ramsey says your mortgage payment 
shouldn’t consume more than about 30 percent of your income as 
a country. It consumes 100 percent of our income. 

Very quickly in conclusion — and the rest of the questions I will 
submit to the record. Let me ask about the — I just want to raise 
as a concern, Mr. Secretary — and you visited a little bit about this, 
Mr. Nunnelee. You are assuming $1.2 billion in operational im- 
provements and also you are relying on the availability of unobli- 
gated balances in the amount of $1.1 billion. 

Now, as you know, in H.R. 1, which has passed the House and 
is in the Senate being negotiated, we have had to, in light of the 
urgent financial — the debt problem the Nation faces — set aside 
about $500 million of that in order to again try to reduce the debt 
burden that our children are going to inherit. So it is risky and 
probably not a good idea for you to rely on those unobligated bal- 
ances, and also a little uncertain to rely on operational improve- 
ments that may not materialize. Would you agree with that, sir? 

Secretary Shinseki. Well, Mr. Chairman, my hope here is that 
we don’t return to an annual budget process. If those savings can’t 
be reinvested in a way that I buy down my cost of operations, 
which is by efficiency and buying down the kinds of things you are 
describing, then you are asking me to come back in for $600 million 
to be provided to us in the 2012 budget to meet those require- 
ments. I just would ask you to consider whether or not Congress 
would be willing to provide that in 2012 and 2013. 

I think what I have done is bought that down in a responsible 
way. If those savings can’t be harvested like this, we are being 
pushed back towards an annual budget where people then spend 
the money at the end of the year. I am trying to correct behaviors 
here, and to me that is the longer-term good that is going to come 
out of the process. 

I understand the pressure on you as chairman in this committee, 
but I just ask for your indulgence as we go forward here. 

Mr. Culberson. Certainly. 

Secretary Shinseki. I think I can demonstrate that we have been 
responsible in our business approach to what VA does. Albeit, we 
are short on providing all of the needs that veterans have, but we 
are hopeful that these savings can be reinvested so we can do bet- 
ter. If they are not, I cannot do any better than I am doing today. 

Mr. Culberson. You are doing a great job, sir. We are very 
proud of the service you have given our Nation and to the VA. And 
this committee is arm in arm, and going to make sure that you get 
the resources you need to do the vitally important job you are doing 
for the Nation and for our veterans. I deeply appreciate your testi- 
mony. 

I will submit other questions for the record, sir. Thank you very 
much. 

[The information follows:] 
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[Questions for the Record submitted by Chairman Culberson follows:] 


Question 

1. VHA (Caregivers): Mr. Secretary, your Department has recently released an 
implementation plan for the Caregivers Act that authorizes benefits for caregivers of 
disabled veterans from the Iraq and Afghanistan wars. Members of Congress on both 
sides of the Capitol and in both parties have joined the criticism of veteran service 
organizations, saying that the Department’s regulations on eligibility for these benefits 
are too restrictive. In testimony last week before the House authorizing committee, 
witnesses said that the regulations would exclude three out of every four caregivers, 
largely because the regulation says that the veterans must otherwise require 
hospitalization or nursing home care to allow the caregiver to receive benefits. This 
would exclude caregivers of veterans who live at home but who have assistance needs 
because of conditions like traumatic brain injury. How have you responded to these 
criticisms, and do you intend to modify the regulations? 

Answer 

The Department of Veterans Affairs (VA) takes the concerns of its stakeholders very 
seriously and is committed to establishing a program for family caregiver support that 
will be consistent with the law and will be implemented using clinically-based standards. 
When VA developed the eligibility criteria proposed in the Implementation Plan, it 
assembled a group of subject matter experts from across VA, including the Federal 
Recovery Coordination, Polytrauma, and traumatic brain injury programs, and others. 

VA staff also met with representatives from several of the Veterans Service 
Organizations (VSO), as well as Veterans, caregivers, and national non-governmental 
organizations (NGO) with expertise in caregiving. VA’s experts recognized the 
challenges faced by family members caring for individuals with traumatic brain injury, 
and from the beginning of its evaluation of the new caregiver law, VA absolutely 
intended that individuals affected seriously by TBI will be eligible for the family caregiver 
benefits. 

On May 5, 2011 the Interim Final Rule was published regarding the family caregiver 
program required by the Caregivers and Veterans Omnibus Health Services Act of 201 0 
(Public Law 11 1-163). 

Question 

2. VBA (Disability Claims Backlog): Mr. Secretary, your testimony describes the pilot 
programs and claims initiatives the Department is conducting to reduce the disability 
claims backlog. But you're being swamped by claims [nearly 1.5 million in 2011] and 
don't expect to reach your target of no more than 125 days to decide claims until 2015. 
Do you really have time to continue to try alternative systems to see which approach 
works? 
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Answer 

VA is not waiting for the completion of the pilot programs and implementation of the 
Veterans Benefits Management System (VBMS) to take aggressive action toward the 
goal of completing all claims within 125 days at 98 percent accuracy. VA's multi-tiered 
approach for addressing the dramatically increasing volume of incoming claims includes 
a number of innovations. VA deployed two rules-based calculators to streamline and 
improve decision quality, with more tools in the pipeline. VA is providing Veterans with 
improved online access to claims status information and other self-service options (such 
as ordering copies of discharge records) through the eBenefits portal. This increases 
client satisfaction while freeing VA staff to work on claims. New evidence-gathering 
tools are being developed, such as the Disability Benefits Questionnaires, which 
sharpen the focus in medical examinations to ensure all information needed to rate the 
claim is gathered the first time in the medical examination process and is presented 
succinctly. VA’s Fully Developed Claims program operating in all 57 Regional Offices 
puts Veterans in the driver's seat for submitting claims that are ready to rate when 
received. 

It is estimated that in late 2012, production will begin to outpace receipts. At that same 
time, we plan to begin the deployment phase of VBMS. VBMS will provide powerful 
new tools to claims examiners to boost efficiency and productivity. Gains in accuracy 
through rules-based processing will reduce re-work and appeals. Rules-based 
processing and calculator tools also speed the rating process, which will increase 
employee productivity and provide additional staff hours to rate other claims. 

• Has the VA considered the approach suggested by Linda Bilmes of Harvard 
University - that for the next several years, the VA should simply accept and 
pay all disability claims for returning Iraq and Afghanistan war veterans at 
face value and then audit a sample of them? This would align VA with the 
way the Internal Revenue Service manages our tax returns. 

VA thoroughly and objectively looked at Professor Bilmes' suggestions that seek 
to speed benefits to disabled Veterans. We cannot, however, support the 
approach recommended by Dr. Bilmes, as this approach has the potential to both 
significantly under compensate and over compensate many Veterans. 

For example, 86 percent of Global War on Terror (GWOT) Veterans who file 
claims are awarded service connection for one or more conditions, and 78 
percent of GWOT Veterans receive disability compensation. However, it is also 
important to understand that these same GWOT Veterans are denied service 
connection for about half of the conditions they claim. Therefore, in the process 
envisioned in Dr. Bilmes' proposal where all claimed conditions are 
compensated, nearly 50 percent of the conditions awarded service connection 
would not be validated in the audit process. VA would likely be required to sever 
one or more service-connected conditions or reduce evaluations in most of the 
cases audited. The audited Veterans would receive significantly different 
treatment than those Veterans not selected for audit Recouping invalid 
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compensation payouts would be a difficult, time-consuming, and unpopular task 
for VA to undertake. In addition, this would likely raise concerns about VA’s 
stewardship and oversight of public funds. VA believes that, to be fair, all awards 
would have to be audited. If that were done, the caseload would dramatically 
increase because every case would be worked twice, once to initially award 
benefits and the second time when the deferred development and assessment 
are actually accomplished. 

The adoption of an Internal Revenue Service model raises another important 
issue, in that very seriously disabled Veterans may be entitled to compensation 
above the level assigned in the absence of reviewing the evidence of record. 
Further, some Veterans might be denied statutory entitlement to the additional 
special monthly compensation (SMC) benefits absent a review of their claim. 

The proper level of SMC cannot be determined in all cases without a thorough 
examination and application of very complex SMC rating criteria. 

Question 

3. VHA (Contingency Fund): Your budget proposes a $953 million contingency fund, 
which is described as being needed due to your forecasting model anticipating changes 
in economic conditions. Doesn’t this seem a little off-cycle? I would think the VA would 
already have experienced caseload increases due to a weak economy and that the 
improving economy would reduce that trend. 

Answer 

This economic impact was incorporated into VA's Enrollee Health Care Projection 
Model for the first time this year. The lag noted in the question is a natural 
consequence of the timelines inherent in the federal budget formulation process. The 
$953 million contingency fund, estimated in the Model, was created to address the 
potential demand increase for medical care services due to changes in economic 
conditions. The fund will only become available for obligation if the Administration 
determines the anticipated changes in economic conditions, as estimated by the Model, 
materialize in 2012. 

Question 

4. OM (GOE - FTEt: Mr. Secretary, you have proposed reductions in the General 
Operating Expenses account which supports VA employees in the Veterans Benefits 
Administration [VBA] and headquarters. But you have treated these two areas 
differently. Headquarter staffing is increased by $51 million or almost 13 percent, while 
VBA is reduced by $130 million or 6 percent. I know you feel you need to beef up your 
headquarters acquisitions staff and their management, but how do you justify this 
imbalance between headquarter staffing and the teams that provide disability, education 
and housing benefits for veterans? 
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Answer 

It is important to note that while the 2012 budget request for VBA is 6% less than the 
201 1 estimate; the 2012 request is nearly 20% greater than the 2010 enacted level. 
During the same two-year time frame, the Staff Office General Administration account 
increased by 13%. Much of this Staff Office increase is driven by new capabilities 
necessary to oversee and enhance enterprise-wide performance in critical areas such 
as safety and security, acquisitions, human capital and financial management. For 
example, the 2012 request includes $23.6 million to increase the capacity and capability 
of VA’s acquisition workforce. In addition, $2.9 million will be invested to enhance VA’s 
Emergency Preparedness capability and to fully implement Homeland Security 
Presidential Directive 12. This will lead to improvements in Veteran and employee 
safety and greater protection of VA facilities. Overall, Staff Office capability seeks 
greater enterprise-wide efficiency, accountability, and effectiveness. 

Question 

5. VBA (Agent Orange): Last year, your decision to declare presumptive eligibility for 
three new conditions related to Agent Orange exposure generated an increase of $13.4 
billion in the disability compensation budget. There are other conditions under study 
that could conceivably qualify and would have a similarly dramatic budgetary effect, for 
example, hypertension. Do you expect to consider additional medical conditions for 
presumptive eligibility this year or next? 

Answer 

Congress provided a means to evaluate potential additions to the list of diseases 
presumptively associated with exposure to certain herbicide agents through the Agent 
Orange Act of 1991 , codified, as amended, at 38 U.S.C. § 1 1 16. It requires a review of 
the periodic reports, issued by the National Academy of Sciences’, as well as all other 
sound medical and scientific analyses that are available. The National Academy of 
Sciences’ Institute of Medicine is scheduled to release its next report in January 2012. 
At that time, VA will determine whether a presumption of service connection is 
warranted for any disease covered in the report. 

Question 

6. OM fTvoes of Funding): Mr. Secretary, parts of your budget have traditionally been 
funded in accounts with multi-year availability. Information technology and research are 
two-year accounts; major and minor construction are no-year accounts available until 
expended. A portion of health services funding is two-year money. Your budget this 
year reveals some of the problems with this approach -$3.3 billion was unobligated in 
construction at the start of FY 201 1 and $675 million was unobligated in information 
technology. Why should we keep providing multi-year funding for these accounts? 

Why shouldn’t we at least limit construction to five-year accounts, the way we do with 
military construction? 
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Answer 

A number of VA accounts have multi-year funding for various reasons that have to do 
with the differing nature of the purpose of those accounts. Each account is discussed 
below: 

Medical and Prosthetics Research two-year funding — this program awards research 
funding to multi-year projects, which allows VA to review and award full funding for the 
projects in the first fiscal year and then continue through the completion of the project. 

Initiation of these studies may take many months due to required regulatory approvals 
by FDA and Institutional Review Boards, and the multiyear appropriation takes into 
account the extended timeframe. Two-year funding also allows research studies to 
continue with minimal disruption due to budgetary uncertainty. This in turn assures that 
the research studies are of high quality and completed as expeditiously as possible so 
that their results may be used to improve Veteran’s health. 

There are clear risks to research effectiveness if a one-year budget is utilized. They 
are: 

1. Disrupt recruitment in clinical trials, and their completion and analysis, possibly 
increasing risk to Veteran participants and certainly delaying availability of 
research results that could improve Veteran's health. 

2. Delay initiation and completion of new and scientifically meritorious investigations 
which could impact Veteran's health. 

3. Disrupt contracting for medical devices required for new research efforts. 

4. Create uncertainties that would hamper recruitment of world-class clinician 
scientists. 

The use of a single-year appropriation mechanism would thus threaten the vitality, and 
possibly, the scientific viability of a world class VA Medical and Prosthetics Research 
Program 

Information & Technology (IT) Systems two-year funding — the procurement of IT 
equipment and investment in development contracts often requires more than one fiscal 
year to execute. There are numerous technical and procedural issues associated with 
processing claims, accessing electronic health record data and integrating ever- 
changing technologies and requirements. Development projects often require 
significant time to ensure full coordination documentation and integration. The 
implementation of the Program Management Accountability System (PMAS) and 
increased execution capacity will reduce future carryover balances. 

General Operating Expenses; Medical Services; Medical Support and Compliance; 
Medical Facilities, the Inspector General and the National Cemetery Administration all 



153 


have the limited authority to carry over a percentage of their budget into the next fiscal 
year. The purpose of this authority is to allow these programs the flexibility to make 
effective, proper, end of year procurement decisions without the pressure to obligate 
funds before the fiscal year expires. Several years ago Congress granted this 
flexibility to these accounts which VA has used to make better year end decisions that 
has provided better services to Veterans and savings to the taxpayer. 

VA does not support limiting the construction accounts to five years. We estimate that a 
total of 28 projects with funding for a construction contract (23 VHA and 5 NCA) would 
be adversely affected if this were currently implemented. Many projects take several 
years to complete because of phasing and unforeseen circumstances. Having funds 
expire after five years could have several unintended consequences. The design needs 
to be complete prior to awarding the bulk of the construction funds. Many projects have 
several construction phases, and in most cases subsequent phases cannot be awarded 
until previous phases have been completed. Of the 26 projects mentioned above, 23 
projects (or 82 percent) have more than one phase. Examples of such projects include: 
new medical facilities at Denver, Las Vegas, New Orleans, and Orlando. Many other 
projects have been delayed due to site issues (land acquisitions, contaminated soil, 
lengthy historic preservation and environmental study requirements, etc.). Further, 
project contingency funds, which are not obligated until they are required, need to 
remain available in the event of changes and unforeseen circumstances. 

As of the end of FY 2010, $2.81 billion was unobligated in the major construction 
program and $493.99 million was unobligated in the minor construction program. 
Through February 2011, $240.7 ($70.0 major; $170.7 minor) million was obligated, 
resulting in an unobligated balance of $2.74 billion in major and $323.3 million in minor. 

• The table below provides the projects that currently have significant unobligated 
balances that will be required to make future awards beginning in FY 201 1 . These 
1 1 projects alone make up approximately $1 ,7B billion of the total unobligated 
balance. 


New Orleans, LA 

Restoration/Replacement Medical 
Facility 

$537,000,000 

Denver, CO 

Replacement Medical Center 
Facility/Phase 1 Asbestos 

223,673,000 

Tampa, FL 

Polytrauma Expansion 

160,500,000 

Orlando, FL 

New Medical Facility 

154,547,000 

Palo Alto (PAD), CA 

Amb Care/Polytrauma Rehab 

134,332,000 

Biloxi, MS 

Restoration of Hospitai/Consolidation 

131,000,000 

Bay Pines, FL 

Inpatient/Outpatient Improvements 

108,468,000 

Las Vegas, NV 

New Medical Facility 

106,580,700 

San Juan, PR 

Seismic Corrections Bldg. 1 

75,290,000 

Louisville, KY 

Replacement Medical Center/ 

Regional Office 

74,983,000 

Pittsburgh (UD), PA 

Medical Center Consolidation 

70,663,472 
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• $486 million is needed for ongoing major construction projects, including 
contingencies, unforeseen circumstances, impact items and phases that will be 
awarded in a future year, 

• Funding in the amount of $275.4 million remains on line items (APF, Asbestos, 
Claims Analysis, Hazardous Waste, Physical Security, Design Fund, etc.). This 
funding is needed for on-going and future projects. 

• Funding in the amount of $42.6 million remains on physically completed projects. 
This funding is required to remain on the project until the close out of all existing 
contracts and the projects are financially complete. 

• $135.7 million in resources from prior year unobligated major construction funds will 
be used to offset the FY 2012 request. 

• VA expects to obligate a total of $2.5 billion ($1.8 billion in major and $734 million in 
minor) during FY 201 1 . This will reduce the unobligated balances, but substantial 
balances will remain for many of the reasons outlined above. 

Question 

7. OM (SCIP): Your FY 2012 budget unveils your new effort, the 1 0-year Strategic 
Capital Investment Plan (SCIP). This plan identifies the capital projects that are needed 
to close performance gaps (access, facility condition, safety, space, etc.) and would 
cost between $53 billion and $65 billion over the ten-year period. It is certainly an 
achievement to categorize ail facility needs across all accounts on one priority list. But 
the cost of the projects is beyond daunting. In our current budgetary crisis, Congress 
won't be able to come close to those numbers. I think you recognize that the 
Administration’s budget will also fall far short. How do you plan to operationalize this 
strategic plan with resources far short of what it calls for? 

• With a price tag of this magnitude, does it mean that VA will be unable to 
keep its infrastructure running at a level that provides safe and effective care 
for veterans? 
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Answer 

The intent of the SCIP process is to provide, for the first time, a comprehensive and 
complete picture of VA’s current inventory and outline the steps needed to enable VA to 
continually improve the delivery of benefits and services to Veterans, their families and 
their survivors. The 2012 SCIP process identified $53-$65 billion in cost estimates over 
the course of the 10-year planning horizon. 

The SCIP plan provides a rational, data-driven strategic framework to ensure all capital 
investments are focused on the most critical infrastructure needs first and funded in 
priority order. Safety and security is the criteria with the highest weight so projects that 
have the greatest impact in this area typically rank high and are included in our budget 
request. For example the highest ranking major construction projects address seismic 
issues at West Los Angeles and San Francisco, CA and Reno, NV. Furthermore, 
because the plan is data-driven and prioritizes projects based on identified needs, it 
ensures that VA uses the best value solutions to provide the highest quality benefits and 
services to Veterans, their families and survivors. The SCIP process also emphasizes 
the use of non-capital solutions to close gaps. 

VA is in agreement that finding the resources necessary to fund the needed 
investments included in the SCIP plan is one of our greatest challenges. VA’s 2012 
budget submission reflects the hard choices that are made each year balancing 
between the construction needs identified in the SCIP 10-year plan and other VA 
priorities (such as the cost to provide medical care and Veteran benefits and services) 
in order to determine the appropriate level of funding for the fiscal year. The advantage 
to the SCIP process is that, even in years that require such difficult trade-offs, the plan 
makes it easier to focus constrained resources on our highest capital asset priorities. 


Question 

• Is the VA undertaking a new review of facilities to remove unnecessary 
assets from its inventory? 


Answer 

The VA has undertaken reviews to identify vacant and underutilized properties within 
the VA system. The Department currently owns buildings with more than 142 million 
square feet. In addition, VA’s real property inventory includes over 1 ,600 operational 
leases accounting for 17 million square feet. VA's infrastructure is one of the largest in 
the government; however it is also a very old infrastructure. On average, VA's buildings 
are more than 60 years old. While changes in how VA delivers health and other 
benefits require a new and improved capital infrastructure, VA's capital assets portfolio 
includes many properties that are no longer needed or are ill-suited for today's VA. 

The following table identifies the overall real property portfolio managed by the VA. 
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Table 1 - VA Capital Asset Inventory (As of March 1 , 201 1) 



VHA 
VBA 
NCA 
' Staff' 

total 


8 120 
18 
355 
8 


J ,595 
^0 
118 
1 


139,377,329 


825,654 


891,824 


15,321 


18,099 


i Assets 


Leases 

1,397 


Lea sed SF | 
11,879,779 1 
189 | 4^31 1,253 1 

~4~[ 19,941 1 

1,775,670'] 
17 . 988,643 


Tot al SF 

1517 257,1 08 

5T136 .907" 

91 1~765 
" '3,382,454 

180 , 838,234 


The VA is faced with two types of challenges when dealing with vacant and 
underutilized property. First, how to proactively plan and manage its inventory so that 
buildings do not become vacant or underutilized. This is the ideal state, where plans 
are in place to address buildings that will become available in the future, pending 
actions such as campus consolidations or construction projects. The second challenge 
is how to address the current portfolio of vacant or underutilized properties already in 
place. 


Table 2 below is the last three years of VA disposals of buildings that were about to 
become vacant or underutilized, by type and fiscal year. 

Table 2 - Completed Disposals 



To better plan for future inventory that may no longer be needed, the VA makes use of a 
number of strategic planning functions, such as SCIP, and tactical planning functions, 
such as annual potential disposal candidate reports. These proactive planning 
processes have allowed the VA to dispose of approximately 165 buildings and 2.1 
million square feet since October 1, 2008. By identifying and planning for these 
potential disposals in advance, the buildings were vacated and immediately disposed of 
such that they never became vacant or underutilized inventory. 

As shown in Table 1 . VA's inventory contains more than 5,500 owned buildings. The 
current inventory is over-utilized, with a system wide average of 121% utilization, or 
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21 % over the designed capacity. A small number, 31 3 or 6%, of these buildings are no 
longer suited for VA use and are vacant (i.e., empty, no defined use), while others are 
underutilized (not maximum efficiency) but still in use. The total number of vacant and 
underutilized buildings in VA's inventory is currently 910. As these buildings are 
reviewed for disposal or reuse. VA’s first priority is to repurpose the buildings to support 
veteran services. 

To address the second issue of buildings already vacant or underutilized, VA utilizes 
inventory reviews to identify the best options for reusing or disposing of the assets. 
Efforts such as the Building Utilization Review and Repurposing (BURR) process 
specifically focus on vacant and underutilized buildings for reuse opportunities to 
support homeless housing and other outcomes that provide direct benefits to the 
Veteran. If a given building is found to be unsuitable for repurposing, other disposal 
options are evaluated. 

The table below outlines the VA's inventory of Vacant or Underutilized buildings, from 
the end of FY 2008 through FYTD 201 1 through February. The table displays progress 
made against this list, including disposals of assets and bringing assets back to full 
utilization. In addition, it tracks additions to the Vacant and Underutilized listing to 
ensure we have the full picture of our inventory in order to effectively manage it. Lastly, 
it shows the planned disposal and reuse actions already in place to address the 
remaining vacant and underutilized buildings in the inventory, subject to funding 
availability. 

Table 3- VA Vacant and Underutilized Inventory 

- FY 2008 through February 201 1- 
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* Current vacant a-a* iindtnai**»3 janttiinii ijME algis IwrfMtoBi- ’fsssfii w$ti no Intended use. An 

additional 283 quarters are not listed as they are used as temporary or short term residences, but will continue to be 
reviewed for reuse opportunities. 

** The BURR initiative contains additional buildings that are not currently vacant or underutilized, but will become 
available in the future. Those buildings are not captured here. 

As shown in Table 3 above, VA has made significant progress in reducing the number 
vacant and underutilized buildings in its inventory. We have reduced the number of 
buildings by 22% and the amount of square footage by 28% since end of 2008. 

VA has plans in place to address much of the remaining vacant or underutilized space. 
Of the current 910 vacant or underutilized buildings, 430 or 47% have an identified plan 
in place for reuse, repurposing, or disposal. This would reduce the overall vacant or 
underutilized square feet to approximately 5.4 million square feet; less than 4% of VA's 
owned inventory. 

VA has 313 buildings that are vacant. These buildings have no defined use and are not 
mission dependent. In contrast, underutilized buildings still provide veteran services, 
albeit not as efficiently as we would prefer. Of the current 313 vacant buildings, 250 or 
80% are identified for reuse or disposal. The remaining 63 vacant buildings account for 
only 697,073 square feet, less than 0.5% of the owned VA inventory. 

The VA will continue to look for disposal options for these 63 buildings. Yet 48 of the 63 
are on the National Register of Historic Places and 30 of the 63 are less than 5,000 
square feet (20 of the 63 are both historic and less than 5,000 square feet). Moreover, 
most of these buildings are located on large, campus style sites and are not easily 
accessible. As such, the reuse opportunities for these properties for non-VA public or 
private sector entities are not optimal. Given these factors, demolition is the most 
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logical option for the majority of these remaining buildings. However in the case of 
historic buildings, VA's ability to quickly and easily dispose of these assets is limited. 

Finally, VA will also continue to evaluate the need for the remaining 417 underutilized 
buildings and pursue consolidation opportunities as appropriate. In a significant number 
of these buildings and depicted by the current overutilization of the inventory, workload 
demand may be increasing; meaning disposal of the asset at this time may be 
premature even if currently underutilized. If appropriate, consolidation activities often 
require moving VA offices, people, equipment as well as renovations. Thus, it typically 
takes longer to plan and implement consolidations as compared to disposals of vacant 
buildings. 

Until consolidation is complete, the buildings are necessary to support veteran’s 
services. The underutilized space in these buildings are now reflected in the SC IP 
process, requiring that facilities review all space and plan for consolidation, disposal, 
reuse, or bringing the space back to full utilization based on workload demand. 

To summarize, the VA has taken action to identify and both proactively dispose of 
assets before they become vacant or underutilized and aggressively plan for addressing 
the assets currently considered vacant or underutilized. In total, VA has disposed or 
reused, or has plans to dispose or reuse, approximately 670 buildings and 8.1 million 
square. Table 4 below illustrates the disposals the VA has undertaken since 2008 and 
plan for disposals or reuse planned for the next 5 years. 


Table 4 - Disposal and Reuse Summary 



Question 

8. VBA (FTE): After a rocky start, the VA has begun to process claims for the post-9/1 1 
G.l. Bill education benefits in a timely way. But last fall, the Congress passed a law 
changing the benefits, and you've had to make changes to the computer systems that 
had just been developed. It sounds like these readjustments won't be complete until the 
end of the year. But your FY 2012 budget proposes to reduce staffing for the 
Educational Benefits section of the Veterans Benefits Administration by 217 FTE. At a 
time when you predict a 4 percent increase in claims and you’re trying to get a new 
computer system up and running, isn’t this shortsighted? 
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Answer 

We expect to have most of the automation to support P.L. 1 11-377 in place prior to the 
fall semester of school year 2011-2012, and therefore expect minimal impact on 
performance. As identified in the question, we anticipate a slight increase in claims, as 
well as some impact on timeliness of processing Chapter 33 claims, due to the 
enactment of P.L. 1 11-377. In order to ensure that VA effectively manages the 
increased workload, we now plan to retain the 530 temporary claims examiners hired 
with funds from the Supplemental Appropriations Act of 2008 through the end of FY 
2011. Our budget request for FY 2012 also reflects the need to retain 274 of the 
temporary claims examiners through the end of 2012 to maintain current claims 
processing efficiencies. 

Question 

9. VHA (Dialysis Facilities): Your budget includes 24 proposed or potential dialysis 
facility construction projects, either in the minor construction or health care facilities 
accounts. This comes at a time when the VA has achieved savings by moving non-VA 
dialysis care reimbursements and fee care program payments to the Medicare rate. In 
many cases, facilities are proposed in locations like Cleveland that have dozens of 
existing private facilities. 

• What is the reason that VA is constructing these projects rather than making use 
of existing facilities and providers? 

Answer 

The prevalence of End Stage Renal Disease (ESRD) patients requiring hemodialysis is 
34 percent higher in the enrolled Veteran population than the general population. 
Dialysis is a service provided by VA as part of the Veterans medical benefits package, 
and VA provides dialysis treatment within VA or by purchasing dialysis treatments from 
non-VA providers when such care is unavailable internally. It is estimated 56 percent of 
Veterans receive treatment from non-VA dialysis centers, and this is projected to 
increase to 61 percent by 2015. This is a result of the older age of enrolled Veterans 
and the higher number of Veterans with contributing factors (heart disease, diabetes, 
hypertension, and obesity). 

Due to the increase in the number of Veterans who require dialysis care and the 
increasing cost, VA developed a Dialysis Model to determine if it is more cost effective 
for VA to provide or purchase this care. This model was developed by engineers at the 
Veterans Engineering Resource Center — VISN 11 Center for Applied Systems 
Engineering (VA-CASE) located in Indianapolis, Indiana. The sample cost data for 
external dialysis sen/ices was provided by VISNs and their respective medical centers. 
The components of the model are included below. 

The internal options are: 

• Lease: Build dialysis units in space leased by VA 

• Modular: Purchase modular dialysis units 
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• Existing Renovation: Modify existing space for dialysis units 

• On-site Contract (Government owned, contractor operated): Contract the dialysis 
service delivery, but house the dialysis unit in VA-owned space 

The external options for payment are: 

• Centers for Medicare and Medicaid Services (CMS) rates 

• Off-site contract rates 

• UCR (Usual and Customary Rates) 

The Model inputs are included below: 

• Total Number of Fee Dialysis Patients 

• Percent of patients that would utilize internal VA dialysis services 

• Number of hours that the facility is open daily 

• Amortization period for startup costs in years (zero for no amortization) 

• Locality Pay Increase (to account for regional salary differences) 

• CMS Rates 

• Off-site Contract Rates 

• On-site Contract Rates 

• Usual and Customary Rates (UCR) 

• Annual Lease Cost (price per square foot) 

• Build Costs-Lease Construction (price per square foot) 

• Renovation Cost (price per square foot) 

• Operating Cost (price per square foot) 

• New Modular Construction (price per square foot) 

• Average Travel Distance to VA Facility (number of patients at 10, 20, 30, 40, 50 
miles) 

• Average Travel Distance to NON-VA Facility (number of patients) 

This model was applied to four VA pilot sites. Based on this model, VA determined it 
would enhance VA-provided dialysis care by leasing space versus building or retrofitting 
existing VA space. 

Advantages to VA-Provided Dialysis 

VA-provided dialysis treatments offer the opportunity for several advantages, including 
improved quality of care, increased access to care, opportunities for research, and 
potential cost savings. 

Improved Quality of Care: 

VA-provided dialysis will offer the potential for improved quality of care for patients. 

VA’s ability to treat the entire patient at each episode offers the opportunity for improved 
quality of care. Current VA oversight of the quality of dialysis care Veterans receive 
from non-VA facilities is limited, and it is therefore difficult to guarantee VA’s standard of 
high quality care when Veterans receive dialysis at non-VA facilities. Providing dialysis 
treatments with VA employees and resources will allow for direct clinical management 
of care and is anticipated to result in improved quality of care for a greater number of 
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VA patients. Additionally, providing VA dialysis will improve the continuity of health care 
for Veterans by enabling their dialysis care to be fully integrated with other health care 
services they receive at VA. 

Increased Access: 

When receiving care at non-VA sites, VA patients are constrained by the geographic 
availability and operational capacity of external providers. VA-provided dialysis will offer 
the opportunity for increased access. Under a service delivery method of VA-provided 
dialysis, VA patients will increase access to VA operated and managed dialysis 
sen/ices. 

Opportunities for Research: 

The quality of VA ESRD care is an understudied area of research, which is partly due to 
the lack of readily accessible patient and provider characteristics of non-VA care. As 
demonstrated in current dialysis research and recommendations, there is a significant 
need to expand dialysis research to determine the optimum treatment delivery regimen 
for dialysis care that decreases mortality and leads to greater patient disease- 
management practices. As the demand for dialysis from VA patients increases, ESRD 
outcomes research will become increasingly important. Increased capacity of VA 
dialysis services will enable VA to conduct outcomes research on a larger subset of VA 
patients to inform continuous improvements in delivery and outcomes of ESRD care. 

Potential Cost Savings: 

The combined effect of significant price increases for non-VA dialysis and 
corresponding growth in the number of VA patients requiring dialysis presents an 
opportunity for substantial cost savings with VA-provided dialysis. Actual cost savings 
will vary between medical centers due to the variability in costs and salaries in different 
geographic areas. At sites with a small number of dialysis patients, VA-provided 
dialysis treatment may not generate significant cost savings. The customized model will 
provide VA medical centers with an evidence-based tool they can utilize when 
evaluating the potential cost savings that will be generated through the provision of 
internal dialysis. 

Question 

• Are you anticipating that current providers will no longer be willing to 
provide dialysis at the Medicare rates? 

Answer 

VA is currently performing an assessment to evaluate the risk associated to Veteran 
access and VA costs if large provider groups decide to not accept Veterans at CMS 
rates. While we believe many will accept the rates and there will be little to no impact to 
access, we do believe that in some areas, such as rural areas, contractual agreements 
will be required to ensure our Veterans continue to receive dialysis services closer to 
home. 
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Question 

• Do you have cost data indicating that VA can provide the service more cheaply, 
even when the cost of construction is factored in? Please provide a copy of the 
VA “make versus buy” model which we are told governs your plans on dialysis 
care decisions. 

Answer 

Information concerning “make versus buy" is provided above. Please note that VA is 

leasing facilities at the four pilot sites using this analysis. 

Question 

• Please indicate for each of the 24 projects its projected annual operating 
cost, its cost of construction or renovation, and the rationale for VA 
development of a new facility. Also provide an estimate of the average and 
aggregate staff costs for the new proposed facilities. 

Answer 

VHA was only able to identify 18 projects related to enhancing dialysis care in the FY 

2012 capital budget request. Please see the attached table. 



Culberson Q9d - 
Dialysis Construction 


Question 

10. OM 1SCIP1: Your budget indicates that the Strategic Capital Investment Planning 
process consolidates all facility construction, maintenance and leasing priorities into a 
unified list. But leases are not included in the consolidated list provided in the 
congressional justification. Please provide such a consolidated list for FY 2012 and 
FY201 3-2021. 

Answer 

The 2012 SCIP process, for the first time, evaluated all Major and Minor construction, 
Non-recurring Maintenance, and Leases using the same criteria. Leases, because they 
come out of operating rather than construction accounts, were presented in the 2012 
budget on a separate list; however, they were evaluated and ranked based on the same 
criteria as all construction and NRM projects. VA is currently developing a process to 
further integrate leasing into the SCIP process which will be employed in the 2013 
round of SCIP. The integrated FY 2013-2021 list containing major and minor 
construction, NRMs and leases can be found in the 2012 budget submission, Appendix 
volume on page 10-185. Below is a list of 2012 potential leases in priority order as 
found in the 2012 budget submission, Appendix on page 10-181. 
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Dialysis Projects included in the FY 2012 Capital Budget Request j 
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This project will expand the current Dialysis unit within the existing 
main hospital. In addition to expansion, the existing space requires 
renovation to meet current HIPAA and JC standards. 

Relocate Hemodialysis and Dental Services to 1st floor addition to 1 
support the patient access 

Lease to provide easily accessible outpatient dialysis services in a 
safe, care coordinated manner. Cleveland V AMC has nearly 200 
Veterans on Fee Basis dialysis, with half of those in Cuyahoga 
County. Our clinical registries of patients with End Stage Renal 
Disease demonstrates that the demand for chronic dialysis 
continues to grow at a significant rate for our Veterans population. 

A location adjacent to Wade Park would greatly improve the patient 
experience as compared to accessing care within the tertiary, acute 
care setting at Wade Park, where space to expand dialysis services is 
currently limited. The ability to offer services 6 days a week as well 
as early morning and late evening hours is also enhanced by 
operating within a freestanding environment. 

F.xpand patient care Dialysis area and relocate to 1st floor for 
easy/convenient access to patients. Current size and location do 
not meet patient care needs 

Lease for Dialysis Clinic space in the community Currently, there is 
not adequate space to efficiently and safely provide dialysis care 
There are very limited opportunities to build on the VA campus to 
accommodate expanded clinical functions 

Remodel Ground Floor of B-42 to include Dialysis, Sleep Study, & 
Audiology. 

Dialysis is currently one of this site's largest fee basis costs This 
new leased care site will expand V A provided dialysis care for 
veterans. While we currently provide some dialysis capability at the 
John Cochran facility, we do not have enough space to expand the 
service on-sile. Leasing an off-site facility, utilizing VA staff, will 
allow us to eliminate most of these fee-basis expenditures. The new 
facility will be located such that access to the veterans will also be 
increased 

Relocate Dialysis to 5th floor clinic addition into space vacated by 
Infusion clinic. 

I he purpose of this project is to renovate and expand quadrants 2B 
& 2C for Surgical Climes, Dialysis, and Biomedical F.ngineering 

New 

facility? 

Z 



E 

> 

* 

Yes -but a 
relocation 
of existing 
services 

Z 

* 

Z 

1 

* 

z 

alls 

-ill 

< 




1 

£ 


£ 


$1,852 


2 



S’! a | 


1 


■ 

sU 


« E 

«o 


? k 


581/ 

21 FTE 



Total 

Operating 

Costs 

($000s)' 2 

S 

1 



SI, 050 

s 

i 

8 

§ 

s£ 

| 

1 

S 

2 

2012 Capital 
Projects ($000) 

il 

s 1 

Below FY 2012 
funding line 


1 










il! 

H f! 

i 

§ 

§ 

1 

5 

s 

§ 

2,000 

f 

§ 

I 

* 

I 

is 

It 

E 


E 

Minor 

i 

z 

2 

z 

J 

NRM 

I 

2 

z 

i 

NRM 

1 

Project Name - Short 
Description 

" 7 

7 i 
£ 

J c 

1 1 ! 
Hi 

II | 

£ 2 3 

III 

2£ O § 

I 

| 

1 

1 £ 
< 5 
t; u 

I | 
1 i 

(j Q 

New Hemodialysis Unit 

-3 e 

5 E 
1 1 

1 i 
1 6 
x 3 

2 c 

1 3 

u a 
* * 
J Q 

1- 

n 

gs 

If 

c 

0 

5 

1 

2 S 

11 

53 
; - 

j % 

1 

1 

j 

II 



Relocate/ Expand Dialysis 

2 I 

® I 

||| 
h to D 

g £ 

1 U § 
es «8 0 

5? 

m 

m 

E 

BE 

g! 

g 

X 

a 

2 

d 

i 


2 

Z 

£■ 

u 

Washington 

E 

m 

a 

0 

Bay Pines 

3 

o 

c 

0 

U 

Milwaukee 

Manon 

J 

s 

<8 

Oklahoma 

Ctty\ J __ 

Albuquerque 

VISN 

» 

- 

■ 


• 

3 

s 

a 

2 

12 

s 

5 

2 

Priority 

# VI 

5 

S 

i 

VHA 

VHA 

< 

> 

VHA 

VHA 

VHA 

< 

> 

> 

VHA j 

VHA 








165 






166 


Admin 

VI8N 

CHv St*H‘ 


Project Name 

VHA 

2 

Rochester 1 

NY 

Lease 

Replacement Community Based 
Outpatient Clinic - Rochester, NY 

VHA 

16 

Mobile' 

AL 

Lease 

Construct new Panama City CBOC 

VHA 

20 

Walla Walla 

WA 

Lease 

Expand Lewiston Community Based 
Outpatient Clinic 

VHA 

10 

Sandusky 

OH 

Lease 

Expand Sandusky Community- 
Based Outpatient Clinic 

VHA 

10 

Painesville 

OH 

Lease 

Expand Community Based 

Outpatient Clinic - Painesville 

VHA 

5 

Martinsburq 

WV 

Lease 

Establish Harrisonburg Community- 
Based Outpatient Clinic 

VHA 

11 

Fort Wayne 1 

IN 

Lease 

Lease Health Care Center - Fort 
Wayne, IN 

VHA 

8 

Tampa 

FL 

Lease 

New Residential Rehabilitation 
Treatment Proqram Facility 

VHA 

11 

South Bend 1 

IN 

Lease 

Lease Health Care Center - South 
Bend, IN 

VHA 

12 

Madison 

W! 

Lease 

Women Veterans Center Lease 

VHA 

20 

White City 

OR 

Lease 

Grants Pass West - Community 

Based Outpatient Clinic 

VHA 

21 

San Jose 1 

CA 

Lease 

San Jose Community-Based 
Outpatient Clinic Lease 

Replacement 

VHA 

15 

Wichita 

KS 

Lease 

El Dorado, KS Community Based 
Outpatient Clinic 

VHA 

15 

Poplar Bluff 

MO 

Lease 

Pocahontas, AR Community Based 
Outpatient Clinic 

VHA 

5 

Washington 

DC 

Lease 

Community Based Outpatient Clinic- 
Relocate Charlotte Hail 

VHA 

17 

Dallas 

TX 

Lease 

Homeless Community Domiciliary 

VHA 

23 

Rapid City 

SD 

Lease 

Replace Rapid City Community- 
Based Outpatient Clinic 

VHA 

16 

Springfield' 

Ml 

Lease 

Replace Mt, Vernon Community 
Based Outpatient Clinic 

VHA 

15 

Leavenworth 

KS 

Lease 

Platte City, MO Community-Based 
Outpatient Clinic 

VHA 

23 

Iowa City 

IA 

Lease 

Replacement Community-Based 
Outpatient Clinic Lease - Dubuque 

VHA 

17 

San Antonio 

TX 

Lease 

South Bexar Clinic Expansion 
(Brooks City Base) 

VHA 

23 

Iowa City 

IA 

Lease 

Replacement Lease Bettendorf 
Community Based Outpatient Clinic 

VHA 

21 

Redwood City 

CA 

Lease 

Redwood City Community-Based 
Outpatient Clinic Lease 

VHA 

20 

Salem 1 

OR 

Lease 

Lease Salem Community-Based 
Outpatient Clinic Expansion 

VHA 

10 

Cincinnati 

OH 

Lease 

Establish Georgetown Community 
Based Outpatient Clinic 

VHA 

10 

Columbus 

OH 

Lease 

Lease of Admin Space 

VHA 

5 

Washington 

DC 

Lease 

Construct Community Resource 
Center 
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Admin 

VISN 

City 


mm 

Project Name 

VHA 

5 

Washington 

DC 

Lease 

Community Based Outpatient Clinic- 
St, Mary's County, MD 

VHA 

16 

Little Rock 

AR 

Lease 

Expand and consolidate Homeless 

proqram via new Lease 

VHA 

23 

Maplewood 

MN 

Lease 

Maplewood, MN Community-Based 
Outpatient Clinic 

VHA 

18 

Sante Fe 

NM 

Lease 

Sante Fe Community-Based 
Outpatient Clinic 

j VHA 

22 

San Dieqo 

CA 

Lease 

Research Lease 

VHA 

1 

West Roxbury 

MA 

Lease 

Lease New Worcester Outpatient 
Clinic 

VHA 

18 H 

Sante Fe 

NM 

Lease 

Sante Fe Vet Center 

VHA 

19 

Casper 

WY 

Lease 

Casper CBOC Relocation 

VHA 

23 

Hayward 

Wl 

Lease 

Hayward, Wl Community-Based 
Outpatient Clinic 

VHA 

9 

Memphis 

TN 

Lease 

Community Resource and Referral 
Center 

VHA 

1 

Boston 

MA 

Lease 

Lease New Lowell Outpatient Clinic 

VHA 

23 

Chippewa Falls 

Wl 

Lease 

Chippewa Falls, Wl Community- 
Based Outpatient Clinic 

VHA 

15 

Marion 

IL 

Lease 

Chester, IL Community-Based 
Outpatient Clinic 

VHA 

15 

Marion 

IL 

Lease 

Marion, IL - Paducah, KY Annex 

VHA 

9 

Louisville 

KY 

Lease 

Expand DuPont Community-Based 
Outpatient Clinic 

VHA 

20 

Portland 

OR 

Lease 

Lease Portland Metro East 
Community-Based Outpatient Clinic 
Expansion 

VHA 

7 

Columbus' 

GA 

Lease 

Columbus Community-Based 
Outpatient Clinic Expansion 

VHA 

7 

Birminqham 

AL 

Lease 

Acute Inpatient Mental Heall 

VHA 

18 

Albuquerque 

NM 

Lease 

Research Cooperative Studies 

VHA 

4 

Pittsburg 

PA 

Lease 

Community Based Care (CBC) 

Office Space 

VHA 

18 

Farmington 

NM 

Lease 

Farminqton, NM, Vet Center 

VHA 

17 

Tyler 

TX 

Lease 

Tyler Community Based Outpatient 
Clinic 

VHA 

17 

San Antonio 

TX 

Lease 

North Central Federal Clinic 
Expansion 

VHA 

19 

Helena 

MT 

Lease 

Helena Sleep Lab Relocation 

VHA 

21 

Sacramento 

CA 

Lease 

Leased Warehouse Space 

VHA 

12 

North Chicaqo 

IL 

Lease 

Expand McHenry Community-Based 
Outpatient Clinic 

VHA 

9 

Louisville 

KY 

Lease 

Administrative Lease 

VHA 

18 

Gallup 

NM 

Lease 

Gallup Community-Based 

Outpatient Clinic 

VHA 

3 

East Orange 

NJ 

Lease 

Replace Brick clinic space 

VHA 

11 

Traverse City 

Ml 

Lease 

Traverse City, Ml Community Based 
Outpatient Clinic Lease 

VHA 

17 

Round Rock 

TX 

Lease 

Round Rock Community-Based 
Outpatient Clinic 
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Admin 

V.SN 

City 1 

Pie*, 

1! 8 f 

Project Name 

VHA 

7 

Auqusta 

GA 

Lease 

Veterans 

VHA 

12 

Iron Mountain 

Ml 

Lease 

Establish Rural Outreach Clinic 

VHA 

18 

Albuquerque 

NM 

Lease 

Lease Clinic Annex 

VBA 

. 

Providence 

Rl 

Lease 

Providence VARO Relocation to 

New GSA Leased Space 


T This Lease requires Congressional authorization. 


Question 

1 1 PIT (M ajor Transformation Ini ti atives'): Please provide a crosswalk of the sixteen 
Major Transformational Initiatives on p. 5A-4 of volume II of the congressional 
justification to the actual projects listed in the Appendix on p. 5B-1 of that volume. 

Answer 

Crosswalk in an Excel spreadsheet attached. 



OIT Approved 
Responses Crosswalk 


Question 

12 . VBA (Fast Track Claims Processing): Do you plan to apply the Fast Track claims 
processing approach that is being used for Agent Orange disability claims more broadly 
to other types of claims? 

Answer 

VBA will continue to utilize technology to improve the claims process through our 
paperless processing initiative, the Veterans Benefits Management System. We will 
capitalize on the streamlined processes utilized in Fast Track and apply those to other 
projects and claim types. Veterans already have the ability to apply for benefits online 
through eBenefits (wvyw ebenefits va govt, and VBA is working to extend and improve 
this process and utilize the guided interview methods used in Fast Track. 

Question 

13. VHA/OPIA fHUD-VASH): Identify the FY 2010-2012 funding levels for the HUD- 
VASFI program, distinguishing annual contributions from VA and FIUD and the number 
of vouchers provided and clients placed in housing each year. 
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Answer 

Please see the table below. 



Vouchers Provided 

Veterans 
Placed in 
Housing 
Leased up 
per fiscal 
year 

(cumulative 
since FY 
2008)* 

VA 

Budget** 

(FTE) 

HUD 

Budget 

(Voucher) 

FY 10 

Approximately 
10,000 Approved 

18,036 (as of 
Sept. 2010) 

$71 M 

$75M 

FY 11 

0 Requested 

23,011 (as of 
Feb. 2011) 

$151M 

0 

FY 12 

10,000 Requested 

NA 

$201M 

requested 

$75M 

requested 


•’’Veterans Leased Up Per fiscal year” represents cumulative data since FY 2008. 
**VA funding amounts fund existing case manager FTE and new FTE 


Question 

14. VHA (Caregivers): Please provide updated FY 2011- 2015 estimates of the costs of 
the various programs authorized under the Family Caregivers Act. 

Answer 

Caregivers and Veterans Omnibus Health Services Act of 2010 (PL 111-163) 

(All Dollars in Millions) 


Title 

FY 2011 

FY 2012 

FY 2013 

Title 1: Caregiver Support 

$69 

$159 

$170 

Title II: Women Veterans Health Care Matters 

$18 

$26 

$34 

Title III: Rural Health Improvements 

$26 

$34 

$52 

Title IV: Mental Health Care Matters 

$1 

$5 

$6 

Title V: Other Health Care Matters 

$47 

$51 

$51 

Title VI: Department Personnel Matters 

$16 

$23 

$31 

Title VII: Homeless Veterans Matters 

$0 

$0 

$0 

Title VIII: Nonprofit Research and Education 
Corporations 

$0 

$0 

$0 

Title IX: Construction and Naming Matters 

$0 

$0 

$0 

Title X: Other Matters 

$3 

$3 

$3 

TOTAL 

$180 

$301 

$347 


The chart above provides current 201 1 - 201 3 estimates and reflects the Interim Final 
Rule published on May 5, 2011. Cost estimates for 2014 -2015 are under review. 
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Draft Response to March 16, 2011 HAC QFRfl 11 


Crosswalk of the 16 Major Initiatives to the actual projects listed on SB-1 of the VA FYZ01Z Budget Submission 

{dollars in thousands) 


Key: 

Investment (Program) 



BYZ01Z 

DME 

BY2012 

OM 

BYZ01Z 

Total 

Ml 01 (Eliminate Veteran Homelessness) 

$ 4,000 

$ 2,000 

$ 6,000 

Medical 21st Century Core 

$ 550 

s 

$ 550 

Homelessness (Medical Core) 

S 550 

$ 

$ 550 





Medical 21st Century Registries 

$ 1,950 

$ 600 

S 2,550 

Homelessness (Registries) 

$ 1,950 

$ 600 

$ 2,550 





Medical Legacy 

$ 1,500 

$ 1,400 

$ 2,900 

Homelessness (Medical Legacy) 

$ 1,500 

$ 1,400 

$ 2,900 





Ml 02 (Veterans Benefits Management System (VBMS)) 

S 102,745 

5 45,255 

$ 148,000 

Benefits 21st Century Paperless Delivery of Veterans Benefits 

$ 84,902 

$ 35,552 

$ 120,454 

VBMS 

$ 84,902 

$ 35,552 

$ 120,454 





Benefits IT Support 

$ 

$ 1,246 

$ 1,246 

VBA & NCA legacy Systems 

$ 

$ 1,246 

$ 1,246 





Benefits Legacy VETSNET 

$ 17,843 

$ 8,457 

$ 26,300 

VETSNET 

$ 17,843 

$ 8,457 

$ 26,300 





Ml 03 (Automate Gl Bill Benefits) 

$ 

5 

s 





Ml 04 (Virtual Lifetime Electronic Record (VLER)) 

$ 52,289 

$ 17,711 

S 70,000 

Benefits Legacy Memorials Legacy Development Support 

$ 4,457 

$ 1,451 

$ 5,908 

Memorials Legacy Development Support 

$ 4,457 

$ 1,451 

$ 5,908 





Corporate 21st Century E-Gav 

$ 2,091 

$ 

$ 2,091 

E-Gov 

$ 2,091 

$ 

$ 2,091 





Corporate IT Support ITRM 

$ 1,648 

$ 

$ 1,648 

ITRM 

$ 1,648 

s 

$ 1,648 





InterAgency 21st Century One Vet 

$ 18,700 

$ 4,800 

$ 23,500 

Warrior Support 

S 18,700 

S 4,800 

$ 23,500 





Interagency 21st Century Veterans Interoperability 

$ 23,863 

$ 10,460 

$ 34,323 

Federal Information Sharing Technologies (FIST) 

$ 19,963 

$ 10,460 

$ 30,423 

VLER Services 

S 3,900 

$ 

$ 3,900 





Medical Legacy 

S 1,530 

$ 1,000 

$ 2,530 

VLER (Medical Legacy) 

$ 1,530 

$ l.ooo 

$ 2,530 





Ml 05 (Improve Veterans Mental Health) 

$ 7,384 

$ 4,616 

$ 12,000 

Medical 21st Century MyHealtheVet 

$ 2,000 

$ 448 

$ 2,448 

Mental Health (Medical MyHeV) 

$ 2,000 

S 448 

S 2,448 






lof3 
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Draft Response to March 16, 2011 HAC QFR # 11 


Crosswalk of the 16 Major Initiatives to the actual projects listed on 5B-1 of the VA FY2012 Budget Submission 

(dollars in thousands) 


Key: 

Investment ( Pro gram ) 
Project 




BY 2012 


BY 2012 


BY2012 



DME 


OM 


Total 

Medical IT Support 

S 

s 

4,168 

$ 

4,168 

VHA Software License Maintenance 

$ 

$ 

4,168 

s 

4,168 





Medical Legacy 

S 

5,384 

$ 

$ 

5,384 

Mental Health (Medical legacy) 

$ 

5,384 

$ 

$ 

5,384 





Ml 06 (Veterans Relationship Management (VRM)) 

s 

99,187 

s 

8,763 

s 

107,950 

InterAgency 21st Century One Vef 

$ 

99,187 

s 

8,763 

$ 

107,950 

Veterans Relationship Management 

s 

99,187 

s 

8,763 

$ 

107,950 





Ml 07 (New Models of Health Care) 

s 

34,150 

$ 

6,850 

$ 

41,000 

Medical 21st Century Core 

$ 

2,750 

s 

750 

s 

3,500 

NMOC (Medical Core) 

$ 

2,750 

s 

750 

$ 

3,500 





Medical 21st Century MyHealtheVet 

$ 

3,615 

$ 

4,700 

s 

8,315 

NMOC (Medical MyH eV) 

$ 

3,615 

s 

4,700 

$ 

8,315 



: 


Medical 21st Century TeleHealth 

H 

11,880 

s 

400 

s 

12,280 

NMOC (Medical TeleHealth) 

y 

■QHH 

$ 

400 

Q 

MUU1.II 


i 

HI 


Medical Legacy 

$ 

15,905 

$ 

1,000 

m 


NMOC (Medical Legacy) 

$ 

15,905 

s 

1,000 

* 

16,905 





Ml 08 (Experience and Access to Healthcare) 

5 

67,922 

$ 

17,078 

$ 

85,000 

Medico! 21st Century Core 

$ 

42,725 

s 

9,200 


51,925 

Access to Care (Medical Core) 

$ 

42,725 

s 

9,200 

T 

51,925 



■ Hi 


Medical 21st Century TeleHealth 

$ 

4,437 

$ 

s 

4,437 

Access to Care (Medical TeleHealth) 

s 

4,437 

s 

s 

4,437 




■II 

Medical Legacy 

$ 

20,760 

s 

7,878 

s 

28,638 

Access to Care (Medical Legacy) 

$ 

20,760 

$ 

7,878 

5 

28,638 




HZZZ2 


Ml 09 (Preparedness) 

$ 

19,210 

$ 

9,790 

$ 

29,000 

Enterprise IT Support 

$ 

1,180 

$ 

3,727 

$ 

4,907 

Enterprise Facility Activations 

$ 

1,180 


3,727 

$ 

4,907 






InterAgency 21st Century PIV 

s 

18,030 

$ 

6,063 


24,093 

Safety & Security Initiative (PIV for HSPD-12) 

s 

18,030 

$ 

6,063 

$ 

24,093 





Ml 10 (Systems to Drive Performance) 

$ 

5,600 

$ 

2,400 

s 

8,000 

Corporate 21st Century Core 

$ 

2,100 

$ 

2,400 

s 

4,500 

STDP/EWCA (Corporate Corel 

T 

2,100 

s 

2,400 

s 

4,500 


_ 



Medical Legacy 

s 

3,500 

$ 

s 

3,500 

STDP/EWCA (Medical Legacy) 

[_$_ 

3,500 

$ 

s 

3,500 


2 of 3 
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Draft Response to March 16, 2011 HAC QFR # 11 


Crosswalk of the 16 Major Initiatives to the actual projects listed on SB-1 of the VA FY201Z Budget Submission 

{dollars In thousands) 


Key: 

investment (Program) 
Project 



BYZ012 

DME 

BY2012 

OM 

BVZ012 

Total 





Mi 11 (Integraged Operating Mode!) 

$ 14,505 

$ 61,495 

$ 76,000 

Corporate 21st Century Core 

$ 10,000 

$ 7,281 

$ 17,281 

IOM (Corporate Core) 

$ 10,000 

$ 7,281 

$ 17,281 





Corporate IT Support Enterprise Cyber Security & Privacy 

$ 

$ 50,000 

$ 50,000 

Secure VA 

s 

$ 50,000 

$ 50,000 





Corporate IT Support ESPP 

$ 375 

5 

S 375 

ESPPP 

$ 375 

$ 

$ 375 





Corporate IT Support ITRM 

S 4,000 

s 

$ 4,000 

ITRM 

$ 4,000 

$ 

$ 4,000 





Corporate Legacy 

$ 130 

$ 125 

$ 255 

Financial Management System (FMS) 

$ 130 

$ 125 

S 255 





Enterprise IT Support 

5 

$ 4,089 

$ 4,089 

Enterprise IT Infrastructure & Platform Upgrades 

S 

$ 4,089 

$ 4,089 





Ml 12 (Human Capital Investment Plan) 

$ 11,200 

$ 9,800 

5 21,000 

Corporate 21st Century Core 

$ 11,200 

$ 9,800 

$ 21,000 

Human Capital (Corporate Core) 

$ 7,550 

$ 6,430 

9 HS 

VA Learning Management System 

$ 3,650 

$ 3,370 

$ 7,020 


umiiiiH 



Ml 13 ( Research and Development) 

$ 20,000 

$ 10,000 

iSiiSI 

Medical IT Support 



BHEXZ 3 

VHA Research IT Support 

$ 20,000 

$ 10,000 

$ 30,000 





Ml 14 (Strategic Capita! Investment Planning) 

$ 3,000 

$ 2,000 

$ 5,000 

Corporate 21st Century Core 

$ 3,000 

$ 2,000 

$ 5,000 

SCIP (Corporate Core) 

$ 3,000 

$ 2,000 

$ 5,000 





Ml 15 (Health Care Efficiency) 

$ 8,000 

$ 

$ 8,000 

Medical 2l5t Century Core 

$ 8,000 

$ 

$ 8,000 

Heatlhcare Efficiency (Medical Core) 

$ 8,000 

$ 

$ 8,000 





Ml 16 (Health Informatics) 

$ 8,000 

s 

S 8,000 

Medical 21st Century Care 

$ 8,000 

s 

S 8,000 

Health informatics (Medical Core) 

$ 8,000 

s 

O 

o 

o 





Totals 

$ 457,192 

$ 197,758 

$ 654,950 
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Question 

15. OM/OALC (FTE): Provide a unified chart displaying FY 2010-2012 FTE by VA 
Administration or Office and the number of FTE financed by contract for those years. 


Answer 

While VA utilizes contractor support, all FTE reported in the budget are federal VA 
employees. 


VA FTE 

Medical Services 

Medical Support and Compliance 
Medical Facilities 

VA/DoD 

Medical Research 

Canteen 

FY 2010 

FY 201 1 

FY 2012 

178,913 

42,434 

23,790 

127 

3,352 

3,246 

184,145 

44,006 

24,144 

127 

3,345 

3,260 

184,610 

44,065 

24,144 

127 

3,220 

3,285 

Medical Programs 

251,862 

259,027 

259,451 

NCA 

1,670 

1,686 

1,696 

IT 

6,853 

7,518 

7,527 

Construction 

8 

4 

4 

VBA GOE 

19,605 

20,333 

20,321 

Staff Office (see breakout below) 

2,753 

3,139 

3,315 

IG 

553 

625 

612 

Supply 

699 

880 

1,000 

Franchise 

822 

1,269 

1,484 

Total 

284,825 

294,481 

295,410 


VA FTE Staff Office Breakout 

FY 2010 

FY 2011 

FY 2012 

Office of the Secretary 

83 

89 

89 

Board of Veterans' Appeals 

549 

549 

544 

General Counsel 

744 

738 

732 

Office of Management 

267 

301 

316 

Human Resources & Administration 

549 

769 

810 

Policy and Planning 

67 

103 

125 

Operations, Security & Preparedness 

76 

95 

107 

Public and Intergovernmental Affairs 

69 

90 

93 

Office of Congressional and Legislative 




Affairs 

36 

46 

52 

Office of Acquisitions, Logistics, & 




Construction 

313 

359 

447 

Total Staff Offices 

2,753 

3,139 

3,315 
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Question 

16. NCA (National Shrine Initiative) Identify the funding for the NCA National Shrine 
Initiative in FV 2010-2012. 

Answer 

The National Cemetery Administration obligated $46 million in FY 2010 operating funds 
for national shrine projects to raise, realign and clean headstones and markers and 
repair sunken graves. The FY 201 1 operating budget includes $36.9 for these projects 
and the FY 2012 budget request includes $32.9 million. 

The national shrine initiative also includes projects to repair cemetery facilities and 
infrastructure. 

From the minor construction budget, $21.6 million was obligated in FY 2010, and $25.3 
million is planned for FY 2011. The FY 2012 budget request includes $19.2 million. 
These funds are used to renovate and repair buildings and roadways. 

Approximately $3 million is obligated each year for non-recurring maintenance projects 
and to repair monuments and memorials at the national cemeteries. 

Question 

1 7. VBA fVR&E Counselor/Client Ratios') Identify the counselor/client caseload ratio in 
vocational rehabilitation and employment for FY 2010-2012. 

Answer 

In FY 2010, VR&E staffing averaged 774 professional counselors, with an average 
caseload of 136 cases per counselor. The FY2011 budget supports a professional 
counseling staff of 834 FTE and an average caseload per counselor of 131 cases. The 
FY 2012 budget request supports a professional counseling staff of 893 FTE, making 
the average caseload for each counselor in FY 2012 136 cases. 


Question 

18. PIT (VISTA) What is the total spending, by year, through FY 2010 to modernize 
and/or replace the VistA electronic health record? How much additional funding is 
budgeted for this effort in FY 2011-2015? 

Answer 

Actual costs are not available prior to FY06 since that was the year the IT appropriation 
was centralized. Actual costs for the VistA electronic health record for the period FY06- 
FY10 are as follows; 

. FY06: $70M 

• FY07: $188M 

. FY08: $265M 

• FY09: $234M 
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. FY10: S153M 

These costs include categories such as Health Data Repository, Enrollment 
Enhancements, Pharmacy, HealtheVet and Lab re-engineering among others. 

Estimated costs for FY1 1 is $173M and for FY12 is $148M with the VistA electronic 
health record. The fully integrated VA/DoD electronic health record is currently under 
analysis for scope, cost and schedule. 

Note: All financial data shown is non-pay only. 


Question 

19. VBA (GOE) Explain the undistributed reduction of $185 million in General 
Operating Expenses on p. 4A-13 of Volume III of the FY 2012 budget justification. 

Answer 

$75 million was reallocated from VBA to Information Technology. General 
reductions for approximately $36 million were taken in prior year initiatives in 2012. 
These were either one-time requirements or initiatives capable of proceeding at a lower 
funding level. The remainder is due to contractor funding for exploration of alternatives 
to FTE to address the backlog, which is not continued in the 2012 request. 


Question 

20. VBA (VBMS Pilot Projects) Identify each of the current VBMS pilot projects, the 
questions they are designed to answer, their projected length, and results to date if 
available. 

Answer 

The Veterans Benefits Management System (VBMS) initiative involves business 
transformation efforts coupled with incremental technology releases to modernize the 
benefits adjudication process. There are three successive phases that are designed to 
develop and test process improvements and VBMS technology solutions in a production 
claims setting. 

Phase 1 (November 2010-May 2011) delivers capabilities for a new graphical user 
interface, an electronic claims repository, and scanning solution, which integrate with 
existing core business applications in the current legacy platform (VETSNET). The first 
iteration of the software is being tested at the Providence Regional Office. 

Phase 2 (May 2011- November 2011) and Phase 3 (November 2011 - May 2012) are 
intended to provide capability and capacity for national deployment of an end-to-end 
paperless claims processing system. In addition to building out the core and 
sustainable system, both phases will increase the number of sites, the number of users, 
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types of claims, and number of claims processed. National deployment is scheduled to 
begin in calendar year 2012. 

Question 

21 . VBA (Veterans Employment & Training Program) Describe the major activities of 
the Department of Labor (DOL) Veterans Employment and Training programs and their 
FY 2010-2012 funding levels, and compare the DOL programs to those operated by the 
VA Veterans Benefits Administration. 

Answer 

Vocational Rehabilitation and Employment (VR&E) Service works collaboratively with 
the Department of Labor’s (DOL), Veterans’ Employment and Training Service (VETS) 
program (DOL-VETS). VETS offers employment and training services to eligible 
Veterans through two principal programs: Disabled Veterans’ Outreach Program 
(DVOP) and Local Veterans’ Employment Representatives (LVER). VR&E Service 
does not have information regarding the FY2010 - FY2012 funding levels for DOL- 
VETS. 

The VR&E VetSuccess program employs over 1,100 Vocational Rehabilitation 
Counselors (VRCs), Employment Coordinators (ECs), and support staff nationwide. The 
VR&E program provides educational and vocational services to Veterans with service- 
connected and non-service-connected disabilities. These services include a 
comprehensive vocational assessment and vocational exploration, readjustment 
counseling, medical and mental health referrals, payment for training (including tuition, 
books, fees, and supplies), coordination of other VA services, supportive rehabilitation 
services (such as case management and follow-up), and a job-readiness assessment. 
The VR&E program also sponsors an initiative called the VetSuccess on Campus 
program that provides on-campus services to Veterans engaged in a training program 
and helps to coordinate and facilitate a seamless transition from military service into the 
on-campus environment. 

VA Employment Coordinators (ECs) provide specific career-placement services to 
Veterans with disabilities. An EC is both an employment readiness specialist and a 
marketing and placement specialist. The EC performs a multitude of job duties that 
include job-seeking skills training; job development; outreach and marketing to non- 
profit, for-profit, and federal agencies; Veteran advocacy; job accommodations and 
assistive technology; resume development; interviewing skills training; post-placement 
services; placement services into non-paid work experience and on-the-job training 
programs; and assistance in the coordination of any VA benefits for which the Veteran 
may qualify. ECs utilize the VR&E VetSuccess.gov website to partner with employers in 
identifying qualified Veterans for hire in suitable career fields. 

VR&E Service and DOL-VETS entered into a memorandum of understanding (MOU) in 
October of 2005. To improve vocational outcomes for vocational rehabilitation program 
participants, VETS and VR&E adopted a team approach to job development and 
placement activities. All Veterans entering a program of vocational rehabilitation are 
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informed of the employment assistance available through the VETS Program and are 
encouraged to register with the State Workforce Agency. The referral process is 
defined locally, as each regional office has an MOU with its State Workforce Agency. 
VR&E collaborates with the DVOP and LVER specialists to assure that Veterans 
receive the assistance they need which includes the following services; apprenticeship 
and on-the-job training programs, job referrals, work-specific prosthetic devices, 
sensory aids and other special equipment, communication with community resources, 
and counseling and testing services. 

The successful readjustment of disabled Veterans into the civilian workforce is the 
mutual responsibility and concern of VR&E Headquarters and field staffs and DOL- 
VETS. Although the services that the DVOP Specialist, LVER and EC provide Veterans 
have some similarities, combining their services maximizes the employment services 
available to Veterans and increases the opportunities for successful placements. Both 
agencies are committed to working together to improve successful employment 
outcomes to our Nation’s Veterans. 

Question 

22. OM (GOE - FTE) Identify the FV 2010 actual and FY 201 1 projected end-of-year 
staffing level for each component of the General Operating Expenses account as well 
as the Information Technology account. 

Answer 

VA’s 2012 Budget does not provide end-of-year staffing levels. The budget only 
provides employment in terms of Full-Time Equivalent (FTE). End-of-year staffing 
levels are managed to ensure a smooth transition to planned staffing levels in the 
succeeding fiscal year. Please see attachment HAC QFR #15 for the FTE by account. 

Question 

23. OPP (Veterans Populations) Indicate by year the number of veterans in the “All 
Veterans" line displayed on p. 1F-1 of Vol. I of the FY 2012 budget justifications who 
saw combat. 

Answer 

Unfortunately, the Department does not routinely have or track information on combat 
Veterans. 

Question 

24. VHA (Million Veteran Program) Has the Million Veteran Program begun to collect 
genetic samples? If so, how close is the program to completion? 

Answer 

The Million Veteran Program (MVP) started enrolling participants for the pilot phase at 
our Boston site on January 14, 201 1 (first sample taken), and as of March 24, 201 1 , we 
have enrolled 376 unique participants in the study. In February and March, we 
expanded enrollment at eight remaining Vanguard sites (West Haven, Manhattan, 
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Durham, Gainesville, Cleveland, Palo Alto, Seattle and Buffalo). Training for additional 
sites will begin in April, and actual enrollment for participants will begin in June, pending 
completion of training, hiring and regulatory approvals for the sites. 

Question 

25. OM (US Paralympics, Inc. Program) Identify FY 2010-2012 total annual VA funding 
for the U.S. Paralympics, inc. program, breaking out the sources of funding if it comes 
from more than one account. 

Answer 

Funding for VA’s U.S. Paralympics program is requested in the Office of Public and 
Intergovernmental Affairs (OPIA) GOE budget. The following amounts were made 
available in 2010 and requested in VA's 201 1 and 2012 budget: 

• $7.5 million for grants to the U.S. Olympic Committee to implement an adaptive 
sports program for disabled Veterans and disabled members of the Armed 
Forces. 

• $2 million for monthly assistance for participating members. Monthly assistance 
shall be equal to the monthly rehabilitation payments to Veterans paid under 
Chapter 31. 

Question 

26. VBA/OPIA (Homeless Veterans) How many homes were acquired to shelter 
homeless veterans in FY 2010 through the guaranteed loan program? 

Answer 

VA’s Home Loan program offers VA-owned homes at discounted prices to eligible 
nonprofit organizations that agree to shelter homeless Veterans. Under this program, in 
fiscal year 2010, VA sold three properties to eligible non-profits. 

Question 

27. PIT (Title 38 Pay Authority) What would be the impact of the FY 2012 legislative 
proposal to extend Title 38 pay authority to information technology (IT) staff in terms of 
average salary and additional costs to the IT account? 

Answer 

It is estimated that only 25-50 FTE will be impacted by an extension of Title 38 pay 
authority for healthcare professional recruitment and retention to information technology 
staff. There will be negligible impact on average salary, and no impact regarding 
additional costs to the IT account. In 2012, we estimate that these two proposals will 
cost approximately $10.3 million - $6.8 million for the on-call pay for IT specialists and 
$3.5 million for the recruitment and retention of medical professionals in IT. With an IT 
staffing level of 7,500 in 2012, the average salary would increase by less than $1 ,400. 
The proposal for on-call pay is crucial to ensuring the support of VA’s mission-critical 
patient care information systems are operational 24 hours a day, 7 days a week. 



179 


Additionally, the recruitment and retention of medical professionals proposal is needed 
to retain these leaders in their positions which will provide continuity and mission critical 
delivery of patient care. 

Question 

28. VHA (Child Care Pilot Program') What is the status of the two-year pilot program on 
assistance for child care for certain veterans receiving health care that was authorized 
in P.L. 111-163, section 205? 

Answer 

Section 205 of Public Law (P.L.) 111-163 requires VA to conduct a 2-year pilot program 
in at least three Veterans Integrated Service Networks (VISN) that offer eligible 
Veterans childcare when seeking a medical appointment. VA is currently working to 
determine how best to identify and select pilot sites and to define “primary caretaker" as 
provided in the legislation. We plan to initiate pilot child care projects through three 
VISNs later this year, with initial pilot sites becoming operational this summer. 

Question 

29. VHA (Rural Health Initiative) Detail the uses of the $250 million provided in fiscal 
years 2009, 2010 and 2011 for the rural health initiative, identifying the year in which the 
funding was provided for each purpose. 

Answer 

VHA Rural Health Initiative Funding of $26,784,617.40 was obligated in FY 2009, for the 
following purposes: 

• To fund VISN Initiatives for Veterans in rural and highly rural areas 

• Telehealth/Telemedicine Expansion 

• Home-Based Primary Care Expansion 

• Mental Health Programs 

• Health Care Services Expansion 

• Outreach Clinic Initiative 

• Education & Training 

• Other Rural Health Initiatives 

VHA Rural Health Initiative Funding of $490,230,282.86 was obligated in FY 2010, for 
the following purposes: 

• National Telehealth/Telemedicine Expansion 

• National Home-Based Primary Care Expansion 

• National Mental Health Programs 

• National Education & Training 

• Rural Community-Based Outpatient Clinic (CBOC) Initiative 

• Rural Hiring Initiative 

• Rural Fee Care 

• Local Telehealth/Telemedicine Expansion 
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• Health Care Services Expansion 

• VISN Initiatives 

• Local Outreach Clinic Initiative 

• Local Home Based Primary Care Expansion 

• Local Community Outreach 

• Local Transportation Programs 

• Local Education & Training 

• Other Initiatives 

A detailed listing of funded initiatives for FV 201 1 was provided to the House and 
Senate Appropriations Committees on March 3, 2011. VHA Rural Health Initiative 
Funding of $250,000,000 has been appropriated for the following purposes: 

• National TelehealthfTelemedicine Expansion 

• PL 110-387, Section 407 - Project Access Received Closer to Home (ARCH) 

• Veterans Rural Resource Centers 

• Teleradiology Services Sustainment 

• VISN Initiatives Sustainment Including: 

o Rural CBOCs 

o Rural Women Veterans Health 
o Rural Telehealth/Telemedicine 
o Rural Home-Based Primary Care 
o Rural Outreach Clinics 
o Rural Mental Health Projects 
o Rural Behavioral Health Programs 
o Rural Homeless Programs 
o Rural Transportation Projects 
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[Questions for the Record for Secretary Shinseki submitted by Ranking Member Bishop 
follows:] 


VBA (Backlog of Claims) 


Question 

1. Secretary Shinseki, how many pending compensation and pension claims does the 
VA currently have? 

Answer 

The Veterans Benefit Administration (VBA) has 788,950 pending compensation and 
pension claims as of March 25, 2011. 

Question 

2. Secretary Shinseki, according to testimony given by the VA Inspector General 
“oversight continues to identify opportunities for VBA to improve claims processing 
timeliness and reduce claim backlogs." Mr. Secretary has the VA followed all of the IG 
recommendations regarding the backlog? 

Answer 

VA has taken action to implement the OIG recommendations regarding the backlog 
referenced in the Inspector General’s March 9, 201 1 testimony. 

In response to the OIG's September 23, 2009, Audit of VA Regional Office Rating 
Claims Processing Exceeding 365 Days, VBA took the following actions to address the 
OIG recommendations: 

• Established timeliness goals for each claims processing phase that are 
consistent with VBA’s strategic target of completing rating claims within 125 
days, 

• Revised policies to more clearly define the link between VARO workload 
management plans and claims processing timeliness goals and to prevent 
inefficient claims processing practices identified by the OIG audit, 

• Linked Veteran Service Representative (VSR) production credits and timeliness 
goals within VSR performance standards and issued additional national and 
station-specific performance targets in an effort to reduce the number of claims 
completed in excess of the 125 days strategic target. 

These actions successfully addressed the recommendations and OIG closed the report 
in August 2010. 

In response to the OIG’s February 18, 2010, Review of New Hire Productivity and the 
American Recovery and Reinvestment Act Hiring Initiative, VBA took »he following 
actions to address the OIG recommendations: 

• Developed and implemented a mechanism to track overtime hours and 
production on the local and national levels providing information necessary to 
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assess production capacity and identify potential future claims processing 
workforce requirements, 

• Developed and deployed a mandatory training curriculum for employees 
temporarily promoted to supervisory positions, 

• Implemented a revised Veteran Service Representative (VSR) performance plan 
nationwide. Under the new plan, VSRs receive credit only for performing a 
series of actions that will advance the claim to the next stage of the claims life 
cycle, the quality element was increased to align individual VSR goals with the 
national quality goal, and local quality reviews are now based on the same 
review checklist as the national quality reviews. 

The American Federation of Government Employees (AFGE) issued a national 
grievance to VBA regarding the revised VSR performance standards. VBA is continuing 
to communicate with the AFGE and anticipates the grievance process will be resolved 
before the end of fiscal year 2011. 

VA works closely with the OIG to address ail audit findings and recommendations with 
particular attention to those aimed at improving claims processing timeliness and 
reducing the claim backlog. 

Question 

3: Mr, Secretary, we are all concerned about the backlog in disability claims. You state 
in your testimony that one of the highest priority goals of your agency is to eliminate the 
disability claims backlog by 2015 and to ensure all veterans receive a quality decision in 
no more than 125 days. You further state that you wish to deploy “powerful 21 st century 
IT solutions to simplify and improve claims processing for timely and accurate decisions 
the first time.” Can you please explain to the Subcommittee what this means and how 
you plan to implement it? 

Answer 

The Veterans Benefits Management System (VBMS) is a business transformation 
initiative designed to assist VA in eliminating the claims backlog. The centerpiece of 
VBMS is a paperless system, which will be complemented by improved business 
processes and workflows. 

VBMS will dramatically reduce the amount of paper in the current claims process, and 
will employ rules-based claims development and decision recommendations where 
possible. Utilizing automated workflows and business rules engines will prevent 
common errors, thereby improving quality. Additionally, by using a services-oriented 
architecture and commercial off-the-shelf products, VA will be positioned to take 
advantage of future advances in technology developed in the marketplace to respond to 
the changing needs of Veterans. 

There are three successive phases that are designed to develop and test process 
improvements and VBMS technology solutions in a production claims setting. 
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Phase 1 (November 2010-May 2011) delivers capabilities fora new graphical user 
interface, an electronic claims repository, and scanning solution, which integrate with 
existing core business applications in the current legacy platform (VETSNET). The first 
iteration of the software is being tested at the Providence Regional Office. 

Phase 2 (May 2011- November 2011) and Phase 3 (November 2011 - May 2012) are 
intended to provide capability and capacity for national deployment of an end-to-end 
paperless claims processing system. In addition to building out the core and 
sustainable system, both phases will increase the number of sites, the number of users, 
types of claims, and number of claims processed. Full national deployment is 
scheduled to begin in calendar year 2012. 

Question 

4: Mr. Secretary, while progress is being made the system clearly remains 
overwhelmed, especially with so many more veterans coming back from Iraq and 
Afghanistan and with the VA now accepting older cases involving Agent Orange it can 
only get worse, what steps are you taking to deal with this influx of Veterans who will be 
relying on the system? 

Answer 

VA is not waiting for the completion of the pilot programs and implementation of the 
Veterans Benefits Management System (VBMS) to take aggressive action toward the 
goal of completing all claims within 125 days at 98 percent accuracy. VA's multi-tiered 
approach for addressing the dramatically increasing volume of incoming claims includes 
a number of innovations. VA deployed two rules-based calculators to streamline and 
improve decision quality, with more tools in the pipeline. VA is providing Veterans with 
improved online access to claims status information and other self-service options (such 
as ordering copies of discharge records) through the eBenefits portal. This increases 
client satisfaction while freeing VA staff to work on claims. New evidence-gathering 
tools are being developed, such as the Disability Benefits Questionnaires, which 
sharpen the focus in medical examinations to ensure all information needed to rate the 
claim is gathered the first time in the medical examination process and is presented 
succinctly. VA’s Fully Developed Claims program operating in all 57 Regional Offices 
puts Veterans in the driver's seat for submitting claims that are ready to rate when 
received. 

It is estimated that in late 2012, production will begin to outpace receipts. At that same 
time, we plan to begin the deployment phase of VBMS. VBMS will provide powerful 
new tools to claims examiners to boost efficiency and productivity. Gains in accuracy 
through rules-based processing will reduce re-work and appeals. Rules-based 
processing and calculator tools also speed the rating process, which will increase 
employee productivity and provide additional staff hours to rate other claims. 
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Question 

5: Secretary Shinseki, one thing we all worry about is fraudulent claims, of the current 
claims backlog what percentage do you think are fraudulent? 

Answer 

VA's Office of Inspector General’s (OIG) most recent Semiannual Report to Congress, 
issued for the period from April 1, 2010, to September 30, 2010, concentrates on benefit 
payments being made to ineligible individuals. During the last reporting period, the OIG 
opened 271 investigations regarding accounts of deceased beneficiaries, fiduciary 
fraud, identity theft, and Veterans or surviving spouses fraudulently receiving VA 
compensation or pension funds. One hundred fifty-eight defendants were charged with 
crimes; court-ordered payment of fines, restitution and penalties amounted to just under 
$9 million. These investigations included 17 “Stolen Valor” [those who lie about military 
service for financial gain] cases resulting in 5 defendants being charged and a quarter 
of a million dollars in court-ordered payment of fines, restitution, and penalties. 

Although the OIG investigates benefit payments rather than fraudulent claims, applying 
these numbers to VA beneficiaries would indicate that a very small percentage of claims 
are likely to be fraudulent. You can be assured, however, that no amount of fraud is 
tolerated. Cases are referred to the OIG to diligently investigate and prosecute those 
who defraud the government by submitting fraudulent information and documentation. 

Question 

6; Secretary Shinseki, in August the VA started a pilot program in Rhode Island to test 
a paperless system and new procedures to improve processing of Veterans’ claims for 
disability compensation, how has that pilot progressed and are you still on track to 
expand that program nationwide in 2012? 

Answer 

The first iteration of the Veterans Benefits Management System (VBMS) software is 
being tested at the Providence Regional Office (RO). Claims processors at the 
Providence RO are using the new software to validate and harden the business 
requirements, as well as to generate new business requirements for future software 
releases. They are utilizing a new graphical user interface, electronic claims repository 
and scanning solution, which are integrated with existing core business applications 
(VETSNET) that support claims processing. 

Additional development and testing will continue throughout calendar year 201 1 and 
into 2012 at additional sites. National deployment is on track and scheduled to begin in 
calendar year 2012. 
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VBA (Post 9/1 1 Gl Benefits Overpayments) 


Question 

1: Secretary Shinseki, as you know due to a processing claim backlog the VA offered 
emergency payments to provide relief to veterans affected by the untimely processing of 
claims. What were the reasons for the claims backlog, was it that the program was so 
popular that all who were eligible or thought they were eligible applied for it? 

Answer 

Several factors influenced the delays in processing experienced in Fall 2009. The 
complexity of the Post-9/1 1 Gl Bill required significant changes to business processes 
used for other VA education benefits, which resulted in time-consuming retraining of 
existing Veterans Claims Examiners (VCEs) and 760 new FTE. As a result, all 
processors were inexperienced in this new benefit, which impacted production. 
Additionally, due to the law’s aggressive timeline for implementation of the Post-9/11 Gl 
Bill by August 1 , 2009, and the limited IT systems available at the time, VA was required 
to use primarily manual processing with interim processing “tools.” Compounding the 
difficulties in processing claims was the fact that VA faced a workload that was largely 
composed of original claims, which in August 2009 required approximately 1.5 hours to 
process per claim. As the Post-9/11 Gl Bill was a new program, all beneficiaries had to 
submit original claims to determine their eligibility. 

The law’s complex tuition and fee payment structure resulted in many schools being 
unable to submit tuition and fee data prior to program implementation. Some schools 
also held enrollment data until after the “drop/add period,” which resulted in VA 
receiving the bulk of enrollment documents in October 2009. The combination of all of 
these factors led to a substantial backlog of claims in the Fall 2009 enrollment period. 

To address the delays, VA instituted several streamlining procedures, increased 
resources devoted to Education claims processing, instituted the advanced payment 
initiative in October 2009, and obtained contractor support to assist in processing non- 
Post-9/1 1 Gl Bill claims. As a result of these efforts, Spring 2010 timeliness improved 
dramatically over the Fall semester, and the advanced payment initiative was 
discontinued in February 2010. 

Question 

2: Secretary Shinseki, according to the IG report regarding Post 9/11 benefits the VA 
inappropriately provided 35,000 emergency payments totaling approximately $103 
million to ineligible military service members and veterans who did not participate in 
VA’s education programs. What steps have been taken to recover this money? 

Answer 

All advance payments, regardless of whether or not the recipients were eligible for the 
payments, were put into VA’s regular process for recovery of payments and debts. For 
recipients continuing with their education programs, the advance payments were 
recouped from benefits to be paid for subsequent enrollment periods. Recipients who 
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did not attend school or who are no longer enrolled were provided with information on 
how to establish repayment plans with VA’s Debt Management Center. For those who 
do not make collection arrangements with VA, financial recovery efforts continue 
through administrative offset of other VA benefits, including compensation; referral to 
credit reporting agencies; and referral to Treasury for offset of federal payments and/or 
Treasury cross-servicing, which includes referral by Treasury to private collection 
agencies). Through March 25, 2011, VA has recovered approximately 77 percent of all 
advance payments issued for all education programs. 

Question 

3: Secretary Shinseki, in addition to those incorrect payments the VA also provided 
2,700 emergency payments worth $8 million to service members who were enrolled in 
VA education programs, but who did not meet VA criteria for emergency payments. My 
question is twofold, first why were payments made to individuals who were ineligible 
and secondly what steps have been taken to recover this money? To date how much 
money has been recovered and how much will not be recovered? 

Answer 

While the emergency payments were not initially meant for individuals on active duty, 

VA did not prevent active duty members who were enrolled in school under one of VA’s 
education programs and in need of their VA funds to pay their tuition costs from 
applying for and receiving an advance payment. VA provided individuals requesting 
advance payment with information on eligibility, including the detail that individuals on 
active duty were not eligible. However, there was no mechanism in place for VA to 
verify eligibility when advance payment checks were issued. While we do not have 
specific recovery information for this active duty subset of advance payment recipients, 
VA has through April 19, 2011, recovered approximately 81 percent of all advance 
payments issued. Through the support of the Treasury offset program, VA anticipates 
collection of nearly the entire advance payments issued to this subset (with very limited 
exceptions, such as from deceased beneficiaries). 

Question 

4: Secretary Shinseki, as the VA rushed to plan and implement the emergency 
payment initiative to prevent further hardship to students affected by delays in 
processing claims during implementation of the Post-9/1 1 Gl Bill, why was there no 
contingency plan in place for emergency payments? 

Answer 

Due to the law’s aggressive timeline for implementation of the Post-9/1 1 Gl Bill by 
August 1 , 2009, and the limited IT systems available at the time, VA was required to use 
primarily manual processing with interim processing “tools.” Under the advance 
payment program, VA therefore, of necessity, relied on Veterans’ self-certification of 
their eligibility for VA education benefits and enrollment in school for the fall 2009 term. 
Because VA's processing systems were not designed to support the Post-9/11 Gl Bill, 
VA did not have an automated source of data against which we could verify eligibility or 
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enrollment for the fall 2009 term before issuing the advance payments. Additionally, VA 
had not processed applications or received school enrollment information for many of 
the Veterans who were attending school and therefore entitled to, and in need of, 
advance payment funds. 

Although VA began the advance pay program at the beginning of October 2009, 
enrollment documents for nearly 100,000 Veterans attending school under the Post- 
9/1 1 Gl Bill in the fall 2009 term were received during the months of October through 
December and even into the spring 2010 term. To have verified eligibility prior to 
issuing advance payments for these Veterans would have required that we make many 
thousands of contacts with school officials in order to obtain enrollment information and 
then basically complete the processing of the Veterans’ applications and enrollment 
documents (a process that was taking VA on average 35 days). Clearly this was not 
feasible if we were to provide Veterans with the funds they so urgently needed. 

The contingency plan to this method was to use fully manual processing without the use 
of tools in the Interim Solution toolset. VA attempted to mitigate as many risks as 
possible by accepting applications beginning May 1, 2009, establishing the Interim 
Solution toolset, developing completely manual backup processing procedures, 
streamlining processing techniques, and hiring a substantial pool of new VCEs. The 
advanced payment initiative was not considered as a contingency plan because VA 
expected that the mitigation strategies, combined with the contingency plan of manual 
processing, would successfully alleviate processing and payment delays. In the months 
following initiation of the advance pay program, VA worked to obtain files and data from 
each of the four systems used in the processing of Post-9/1 1 Gl Bill claims and bring 
them into its data warehouse. This enabled us to formulate queries and conduct data 
runs and matches to identify those advance pay recipients who clearly met the eligibility 
requirements and those who do not appear to have been eligible. However, this 
capability was not available to us when we began the advance payment program, and it 
essentially provided an "after-the-fact” assessment of advance pay recipients’ eligibility. 

Question 

5: Secretary Shinseki, according to the IG report, it recommended that the Under 
Secretary for Benefits develop a contingency plan for future advance payments that 
includes clear communication on service member eligibility and controls to check for 
eligibility. Has the Under Secretary completed this plan and have you reviewed this 
plan? 

Answer 

In September 2009, VBA developed the recommended contingency plan. The 
Emergency Payments Project Plan identifies processes, timelines, tasks, and a list of 
participating teams, should the need arise to provide additional emergency advance 
payments in the education program. VA now has eligibility information available to us in 
the VBA data warehouse for matching purposes, as well as award and payment 
information for all Veterans who have received Post-9/1 1 Gl Bill benefits since August 1 , 
2009. The availability of these data files would enable VA to conduct eligibility 
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verifications prior to issuance of advance payments, should another advance payment 
program be needed. 


OIT (Information Technology (IT) issues) 


Question 

1. Secretary Shinseki, if you combine the FY 2010 enacted to what was requested in 
FY 2011 and FY 2012 we are on track to invest over $9 billion in IT, in your opinion is 
this money well spent? 

Answer 

Information Technology is critical to achieving the transformation of VA into a 21st 
century organization. It is worth noting that 45% of OI&T’s funding goes to VA’s IT 
infrastructure, which is one of the largest IT infrastructures within the Federal 
government. The Infrastructure provides the backbone necessary to meet the day to 
day operational needs of VA medical centers, Veteran facing systems, benefits delivery 
systems, memorial services, and all other IT systems supporting the department’s 
mission. 

IT is an enabler to the implementation of the VA's 16 Transformational Initiatives 
reflected in its Strategic Plan FY 2011-2015, which cannot be executed without newly 
developed IT products. These initiatives are key to improving VA’s services to 
Veterans. IT investments have allowed us to deliver or plan for on time delivery of the 
following transformative programs: 

• Successful, on-time delivery of the critical Chapter 33 G.l. Bill project. 

• Veterans Benefits Management System (VBMS), in which IT will provide 
the enabling technology to break the claims backlog. 

• Virtual Lifetime Electronic Health Record (VLER), in which IT will provide 
the systems and infrastructure needed to facilitate the rapid exchange of 
patient and beneficiary information between public and private partners 
yielding consistent access to electronic records that will enrich support for 
health and benefits services. 

• The Blue Button program, in which IT provided the systems and 
information security to allow Veterans to download their personal health 
information from their MyHealtheVet account which will allow them to 
share their medical records with doctors outside the VA. 

• The eBenefits portal (a joint DoD and VA service), which is evolving to a 
“one-stop shop" for benefit applications, benefits information and access 
to personal information such as official personnel military documents. 

• Veterans Relationship Management (VRM), in which IT will provide the 
medium and capability to improve Veterans access to VA services and 
benefits through providing the phone, web and email systems for easier 
and more effective communications. 
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• The Pharmacy Reengineering program will replace existing pharmacy 
software modules with new technology that will facilitate enhanced 
Pharmacy services, improve customer service and enhance patient safety. 

IT’s successes in these and other areas demonstrate that IT plays an integral role in 
transforming the organization, and certainly represent money well spent. 

Question 

2. Secretary Shinseki, we have already seen the Post 9/11 Gl benefits have problems 
with automation, will we see the same issues with Agent Orange Claims? 

Answer 

VA successfully converted all processing of new Post-9/1 1 Gl Bill claims to the Long 
Term Solution (LTS) prior to the commencement of the Fall 2010 enrollment process. 
Since installation, processing with the new system has been nearly flawless, with no 
significant “bugs" encountered. The Veterans Benefits Administration claims 
processors like the new system and find it easy and efficient to use. By dramatically 
changing its development processes, adopting the Agile methodology for this project, 

VA also dramatically changed its system development results. 

VA has made significant progress both process and technology-wise in automating the 
processing of Agent Orange (AO) claims through Fast Track and is on schedule 
according to plan. A higher degree of coordination between the integrated team 
members and leadership, coupled with an Agile software development approach, and 
tighter service level agreements (SLAs), continues to incrementally move more AO 
claims through the system for processing. Fast T rack is also iteratively integrating with 
other VA and DoD systems and interfaces to achieve a higher degree of automation 
and accuracy. Moreover, these refined developmental processes better allow us to 
respond to changes in scope or requirements as a result of new legislation. 

Since Fast Track deployment on Oct 29, 2010, we have received 2,657 claims 
submitted online by, or on behalf of, Veterans through the automated 526EZ form. VA 
has received an additional 12,067 hardcopy claims on 526EZ forms via mail, which 
have been digitized into the Fast Track system. And as of March 23, 201 1 VA has 
digitized 22,861 AO claim documents into the Fast Track system for immediate 
processing. 

Question 

3. Secretary Shinseki, how successful has the Program Management Accountability 
System (PMAS) been so far and can you take a few moments to explain how PMAS 
works? 

Answer 

OI&T's Project Management Accountability System (PMAS) is designed to reduce 
risks; institute monitoring, controlling and reporting discipline; and establish 
accountability in developing VA IT projects. Introduced in July 2009, the intent of PMAS 
is to assess projects based on progress and delivery capability required by VA, on time 
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and within budget. PMAS is designed to improve IT systems delivery success by 
ensuring appropriate resourcing and oversight, and stopping projects that show 
repeated failures. PMAS works by first ensuring that projects only start once all 
success factors are in place. Once started, all projects utilize incremental delivery 
(smaller, more frequent delivery of functionality), with rigorous management to 
committed schedule milestones. Project managers have a direct line to the CIO to raise 
“red flag" issues to help avoid missing milestones. Three missed milestones causes a 
project to stop or pause for review before determining if the project can be successfully 
delivered after re-planning. 

VA has 200 ongoing IT projects at any time either in development or in planning. PMAS 
is used to manage all IT projects. As of January 201 1 , VA is meeting 80% of its 
customer facing milestones under PMAS, a metric that would be envied by most private 
sector organizations. Prior to PMAS, in FY09, only 30% of all scheduled deliverables 
were delivered on time. 


VHA/OPIA (Eliminating Veteran Homelessness) 

Question 

1 . Secretary Shinseki, in your testimony, you say “six years ago, there were 
approximately 195,000 homeless Veterans on any given night; today, there are about 
75,600”, how do you achieve this reduction? Mr. Secretary from what era are the 
remaining homeless Veterans? 

Answer 

In the past decade, major VA homeless initiatives on outreach, treatment, residential 
services, and vocational rehabilitation have touched the lives of tens of thousands of 
Veterans. Reductions in Veteran homelessness are due in part to the effectiveness of 
these VA programs. VA’s Homeless Providers Grant and Per Diem (GPD) Program, 
which began in the mid-1990s, has over 12,500 operational beds today. In FY 2010, 
over 17,000 Veterans were provided care in a GPD community-based program. Also in 
FY 2010, outreach teams from VA's Health Care for Homeless Veterans (HCHV) 
Program conducted more than 42,000 clinical assessments and the community-based 
residential treatment component of this program admitted over 3,500 homeless 
Veterans. 

During the past three years VA has launched important initiatives such as the joint 
initiative between VA and the Department of Housing and Urban Development (HUD). 
Within HUD-VA Supportive Housing Program (VASH), VA provides case management 
services to Veterans experiencing homelessness, while HUD provides permanent 
housing choice vouchers to Veteran participants and their immediate families through its 
"Housing Choice" voucher program. The primary goal of HUD-VASH is to assist 
Veterans and their families exit homelessness and fully reintegrate back into the 
community of their choosing. 


In FY 2010, the Health Care for Re-Entry Veterans Program and the Veterans Justice 
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Outreach Program continued to provide outreach and linkage to services to justice- 
involved Veterans at high risk of homelessness. Many of these vulnerable Veterans 
were diverted from homelessness and provided health care, residential, and benefits 
assistance. With implementation of the new prevention-focused Supportive Services for 
Veteran Families (SSVF) set for this year, VA will add another important program to 
assist those who are at greatest risk for becoming homeless. This program makes 
available grant funds for community providers to help Veteran families rapidly exit 
homelessness, or to avoid entering homelessness. In addition to providing linkage to 
VA health care and other services, grantee organizations will have the ability to directly 
address the type of emergent needs that, if unmet, can be deciding factors in a family’s 
struggle to remain stably housed. Funds for emergency rental assistance, security and 
utility deposits, food and other household supplies, child care, one-time car repairs, and 
other needs will help to keep Veterans and their families housed - as families. 

Services to homeless Veterans have been further strengthened by interagency 
collaborations with federal partners as well as a broad range of local community-based 
organizations. The FY 2009 report of VA‘s Community Homelessness Assessment 
Local Education and Networking Groups (CHALENG) Program indicates that local VA 
medical centers have established almost 4,000 formal and informal collaborative 
agreements to serve homeless Veterans 

The majority of homeless Veterans served during the post-Vietnam era. Data from 
Veteran Homelessness: A Supplemental Report to the Annual Homeless Assessment 
Report to Congress (2011) indicate that 136,334 homeless Veterans were sheltered in 
FY 2009. This does not represent the total annual count of all homeless Veterans, as 
some unsheltered Veterans will not seek shelter during the course of the year. Of this 
total, 92.5 percent were male and 7.5 percent female. The ages of these Veterans were 
distributed as follows: 


- 18-30: 

8.4 percent 

- 31-50: 

44.6 percent 

- 51-61: 

38.1 percent 

- 62+ : 

8.9 percent 


Finally, the reduction in the number of homeless Veterans over the past six years, 
reported first through VA’s CHALENG, and now through the Veterans Supplemental 
Chapter to the Annual Homeless Assessment Report (AHAR), is also a result of 
improved methodology in counting homeless Veterans. In 2005, The Department of 
Housing and Urban Development (HUD) began requiring local communities’ 

Continuums of Care to conduct point-in-time (PIT) counts of homeless Veterans. These 
counts began as HUD is required by the McKinney-Vento Act to produce “statistically 
reliable, unduplicated counts or estimates of homeless persons in sheltered and 
unsheltered locations at a one-day point in time.” As PIT data became more accurate, 
they allowed local VA medical centers to use the PIT count as a baseline for an 
estimate of homeless Veterans. This improvement culminated this year when HUD and 
the VA collaborated to issue a single PIT estimate on the prevalence of homelessness 
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among Veterans, which indicated that 75,600 Veterans are homeless on any given 
night. 

Question 

2. Secretary Shinseki, the 2012 budget includes $939 million to prevent and reduce 
homelessness among Veterans; can you explain to the committee what type of 
programs this funding will support? 

Answer 

The Department of Veterans Affairs (VA) operates the largest system of homeless 
treatment and assistance programs in the nation. The hallmark of VA’s homeless 
programs is that they provide comprehensive care and benefits including medical, 
psychiatric, substance use, rehabilitation, dental care, and expedited claim processing 
for these Veterans. The following programs represent VA’s homeless continuum of 
care. All programs in this continuum are part of VA’s plan to end current Veteran 
homelessness and prevent Veterans from becoming homeless. 


Supportive Services for Veteran Families (SSVF) Program: The SSVF Program will 
make available grant funds for community providers to help Veteran families rapidly exit 
homelessness, or to avoid entering homelessness. In addition to providing linkage to 
VA health care and other services, grantee organizations will have the ability to directly 
address the type of emergent needs that, if unmet, can be deciding factors in a family’s 
struggle to remain stably housed. Funds for emergency rental assistance, security and 
utility deposits, food and other household supplies, child care, one-time car repairs, and 
other needs will help to keep Veterans and their families housed - as families. A Notice 
of Funding Availability was announced earlier this calendar year and the application 
period closed on March 1 1 , 201 1 . VA is in the process of reviewing these applications 
and awarding grants. VA expects to announce awards in June 2011 

Veterans Homelessness Prevention Demonstration (VHPD) Program: The 

Veterans Homeless Prevention Demonstration Program (also referred to as the HUD- 
VA Pilot Program) is designed to explore ways for the Federal Government to offer early 
intervention homeless prevention, primarily to Veterans returning from wars in Iraq and 
Afghanistan. This demonstration program provides an opportunity to understand the 
unique needs of a new cohort of Veterans and will support efforts to identify, outreach, 
and assist them to regain and maintain housing stability. This three year HUD-VA 
prevention pilot is a partnership among VA, the Department of Housing and Urban 
Development (HUD), the Department of Labor (DOL), and local community agencies. 
VHPD will serve the following locations: MacDill Air Force Base in Tampa, Florida; 
Camp Pendleton in San Diego, California; Fort Hood in Killeen, Texas; Fort Drum in 
Watertown, New York; and Joint Base Lewis-McChord near Tacoma. Washington. As 
the lead agency, HUD is awarding grants for the provision of housing assistance and 
supportive services to prevent Veterans and their families from becoming homeless, or 
reduce the length of time Veterans and their families are homeless. HUD’s Office of 
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Special Needs Assistance Programs (SNAPS) executed the grant agreements with the 
pilot site Continuum of Care grantees on February 3, 201 1 . 

The National Call Center for Homeless Veterans (NCCHV): The NCCHV was 
founded to ensure that homeless Veterans or Veterans at risk for homelessness have 
free, 24/7 access to trained counselors. The hotline is intended to assist homeless 
Veterans and their families, VA medical centers, federal, state and local partners, 
community agencies, service providers, and others in the community. The NCCHV (1- 
877-4AID VET) was fully implemented on March 1, 2010. From March 1, 2010 to 
February 28, 2011, there were 25,771 calls to the NCCHV. Of the calls received, 

20,831 callers identified as Veterans; 6,578 Veteran callers identified as being 
homeless; and 1 1 ,769 Veteran callers identified as being at risk of homelessness. 

Veterans Justice Programs: As part of VA’s Plan to End Homelessness Among 
Veterans, VA is focused on serving Veterans involved with the criminal justice system, 
who may be homeless or at risk for homelessness. Studies have shown that for adult 
males, incarceration is the most powerful predictor of homelessness (Burt et al., 2001). 
The Health Care for Reentry Veterans (HCRV) Program provides outreach and linkage 
to post-release services for Veterans in state and federal prisons; HCRV Specialists 
have provided reentry services to 24,244 reentry Veterans since FY 2008. The 
Veterans Justice Outreach (VJO) Program focuses on Veterans in contact with law 
enforcement, jails, and courts, including the rapidly expanding Veterans Treatment 
Courts (VTC). VJO Specialists have served a total of 8,004 justice-involved Veterans 
since the start of the program. 

Grant and Per Diem Program (GPD): The GPD Program allows VA to award grants to 
community-based agencies to create transitional housing programs, and provides per 
diem payments to the programs to support operational costs. The purpose is to 
promote the development and provision of supportive housing and/or supportive 
services with the goal of helping homeless Veterans achieve residential stability, 
increase their skill levels and/or income, and obtain greater self-determination. GPD- 
funded projects offer communities a way to help homeless Veterans with housing and 
services while assisting VA medical centers by augmenting or supplementing care. The 
GPD Program has provided services for 98,493 unique Veterans since 1995, including 
15,706 Veterans in FY 2009, over 17,000 Veterans in FY 2010, and 4,174 Veterans 
during the first quarter of FY 2011 (data from VA's Northeast Program Evaluation 
Center Annual Report). 

Health Care for Homeless Veterans (HCHV): The central goal of the HCHV Program 
is to reduce homelessness among Veterans by conducting outreach to those who are 
the most vulnerable and are not currently receiving services and engaging them in 
treatment and rehabilitative programs. The HCHV Outreach Program has served 
approximately 90,237 Veterans in FY 2010 and over 36,000 Veterans during the first 
quarter of FY 2011. 
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The HCHV Contract Residential Treatment Program: The Contract Residential 
Treatment component of the HCHV Program ensures that Veterans with serious mental 
health diagnoses can be placed in community-based residential treatment programs 
which provide quality housing and services. HCHV provides “in place" residential 
treatment beds through contracts with community partners and VA outreach and clinical 
assessments to homeless Veterans who have serious psychiatric and substance use 
disorders. The HCHV Contract Residential Treatment Program has served 54,723 
unique Veterans since 1987; Approximately 3,519 Veterans were served in FY 2010 
and 1 ,592 Veterans during the first quarter of FY 201 1 . 

Domiciliary Care for Homeless Veterans (DCHV): The DCHV Program provides 
time-limited residential treatment to homeless Veterans with health care and social- 
vocational deficits. DCHV programs provide homeless Veterans access to medical, 
psychiatric, and substance use disorder treatment in addition to social and vocational 
rehabilitation programs. The DCHV Program has served 76,289 unique Veterans since 
1988; approximately 8,445 Veterans in FY 2010, and 3,267 Veterans during the first 
quarter of FY 2011. 

Expand the Substance Use Disorder Treatment Enhancement Initiative for VA 
Homeless Programs: Providing access to and ongoing engagement with treatment 
services for substance use is critical in assisting Veterans to avoid and/or exit 
homelessness. VA recognizes the need to provide substance use services in the 
community for homeless Veterans in order to increase access to care and enhance 
these Veterans' chances for recovery. VA has enhanced community-based substance 
use services by adding Substance Use Counselors to Homeless Outreach Teams. 
These clinicians work in the community with VA HCHV outreach teams, Grant and Per 
Diem Providers, HUD-VASH and VA substance use treatment programs to ensure 
Veterans have access to ongoing treatment services. 

Department of Housing and Urban Development -Veterans Affairs Supportive 
Housing (HUD-VASH) Program: HUD-VASH is a collaborative program between HUD 
and VA where eligible homeless Veterans receive VA-provided case management and 
supportive services to support stability and recovery from physical and mental health, 
substance use, and functional concerns contributing to or resulting from homelessness. 
Additionally, a HUD-VASH housing voucher can be used to accommodate homeless 
Veterans and their families. HUD has received approximately 30,000 vouchers for this 
program. HUD-VASH is the Nation’s largest supported permanent housing initiative. 

As of March 30, 201 1 , of the approximately 30,000 vouchers authorized to HUD, there 
are currently 27,544 in use or assigned for use. Approximately 20,693 Veterans are 
currently housed/under lease, 3,836 vouchers are issued to Veterans who are actively 
seeking a lease, 1,868 vouchers are reserved for Veterans who are undergoing Public 
Housing Authority (PHA) validation, 1,147 vouchers have been reserved for Veterans 
who are currently in VA-funded Treatment Programs and are preparing to go to PHA, 
leaving only 2,406 vouchers available to be assigned to Veterans. 
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Homeless Veterans Dental Program (HVDP): The mission of the Homeless Veterans 
Dental Program is to increase the accessibility of quality dental care for homeless 
Veteran patients and to help assure success in VA-sponsored and VA partnership 
homeless rehabilitation programs throughout the United States. The HVDP provides 
limited outpatient benefits for a one-time course of dental care for VA health care 
eligible Veterans who are enrolled for at least 60 days in the following programs: GPD, 
DCHV, Compensated Work Therapy - Transitional Residence (CWT-TR), HCHV 
Contract Residential Treatment, and Community Residential Care. Since this initiative 
started in FY 2006, over 36,000 Veterans have received services through the program. 
In FY 2010, over 1 1,000 Veterans received dental care through the HVDP. 

Homeless Veteran Supported Employment Program (HVSEP): This program will 
provide vocational assistance, job development and placement, and on-going 
employment supports designed to improve employment outcomes among homeless 
Veterans. VA recognizes the role of employment and sustainable household income as 
a major component of any plan to end homelessness among Veterans. This effort 
expands existing training and supports for Veterans to acquire the skills necessary to 
obtain and sustain employment in today’s challenging economy. Vocational and 
employment sen/ices to homeless Veterans will be based on rapid engagement, 
customized job development, and competitive community placement, with on-going 
supports for maintaining employment. 

National Homeless Registry: Although not a program itself, VA’s comprehensive 
Homeless Registry is intended to provide up to date information about the prevalence of 
homelessness among Veterans and key demographics of the homeless Veteran 
population seen in VA homeless programs. The Registry is also intended to provide 
information regarding VA homeless programs, enabling VAto identify and monitor 
program utilization and treatment outcomes. VA is working with other federal partners 
to expand this capability 

The Registry includes information on over 367,230 Veterans, and includes data from 
2006 to the present. 

Question 

3. Secretary Shinseki, in 2009 you boldly set out to end Veterans homelessness by 
2015. Please explain what steps you are taking to achieve this goal and are you on 
track to meet this goal? 

Answer 

VA has made great strides in combating homelessness among Veterans. As described 
in our response to question 2 above, VA has a comprehensive program in place to meet 
our goal to eliminate Veteran homelessness by 2015. As noted, VA’s plan relies 
significantly on the HUD-VASH program and the provision of permanent supportive 
housing through VA’s partnership with the HUD. Additional vouchers are requested by 
HUD in the 2012 budget, which will provide homeless Veterans and their families with 
more opportunities to access permanent supportive housing and exit homelessness. 
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Additionally, the GPD Program's funding is capped by statute at SI 50 million, which 
limits our ability to provide additional support through this program. In testimony before 
the House Veterans' Affairs Committee, Subcommittee on Health, on October 1, 2009, 
VA testified that it recommends that “a specific authorization funding level be dropped 
from the statute. This is a well-established program in VA and need not be 
constrained.” 

Finally, the relevant statute authorizes funding for the SSVF Program through the end of 
FY 2011. Without legislative action, grantees will receive funding under the SSVF 
Program for 1 year only, and no renewals or new grant awards will be possible. As the 
SSVF Program is one of the cornerstones of VA’s Plan to End Homelessness among 
Veterans, its reauthorization at levels that allow for national access is critical to the 
success of the Plan. 

If these outstanding issues cannot be resolved, VA will be significantly challenged in 
achieving its goal to eliminate homelessness among Veterans. 

In an effort to ensure that VA is closely coordinating with community providers, the 
Secretary of Veterans Affairs directed each VA medical center to hold a Homeless 
Veteran Summit to confer with key partners (including local Public Housing Authorities, 
Continuums of Care, HUD, Department of Labor, State VA Departments, and other key 
Federal, state and local organizations) in our efforts to end homelessness among 
Veterans. The goal of these meetings was to determine ways to more efficiently and 
effectively assist homeless Veterans in accessing needed supportive sen/ices and 
suitable permanent housing to achieve and maintain stabilization. There were over 170 
Summits held locally. These Summits have improved existing partnerships and 
assisted in building new collaborations. 

Each VA medical center was also directed to participate in the 201 1 Point-in-Time 
Count of the homeless held in January and in their local Continuums of Care. These 
directives have served to foster closer cooperation and collaboration between VA staff 
and community providers in both urban and rural areas. These engagements will 
continue and further strengthen the ability of VA and other housing and service provider 
partners to effectively work together to end homelessness among Veterans. 

VA has also created a homeless registry that will provide a data warehouse for Veteran 
homeless services, identifying and monitoring the utilization and outcomes of VA-funded 
programs as well as capturing demographics and characteristics of homeless Veterans 
and those Veterans at risk for homelessness requesting services. VA and HUD are 
working together to integrate data collected by both agencies. This integration of data 
will assist VA in its national effort to identify and serve Veterans identified as homeless 
or at risk while monitoring program utilization with immediate reportable outcomes. 
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Question 

4. Secretary Shinseki, the VA has partnered with HUD to form the HUD -VASH 
program and the FY 2012 request includes $50.4 million for case management. Can 
you give us some background on this program so the Subcommittee can better 
understand the collaboration the VA has with HUD to address homelessness among 
veterans? 

Answer 

In 1992, VA and HUD established the HUD-VA Supported Housing (VASH) Program. 
Within HUD-VASH, VA provides case management services to Veterans experiencing 
homelessness, while HUD provides permanent housing subsidies. The primary goal of 
HUD-VASH is to assist Veterans and their families with exiting homelessness and fully 
reintegrating back into the community of their choosing. HUD-VASH was expanded 
under the 2008 Consolidated Appropriations Act Public Law (P.L.) 110-161, enacted 
December 2007, which provided $75 million of funding for the HUD-VASH voucher 
program as authorized under the United States Housing Act (USHA) of 1937 section 
8(o)(1 9). Additional funding was appropriated by Congress to HUD for fiscal years 2009 
and 2010, giving HUD approximately 30,000 HUD-VASH vouchers available for use by 
eligible, targeted Veteran families that are homeless. 

A key component of the program is VA’s case management services. Case 
management services are designed to facilitate the Veteran’s recovery goals by 
supporting stability in safe, decent, and affordable permanent housing of the Veterans’ 
choice while also connecting the Veteran to treatment, vocational, and other supportive 
services. Funding for VA case managers is budgeted from the VA medical services 
appropriations. VA has funded 1 ,207 FTE to support the Veterans receiving services 
through the HUD-VASH Program. 

Question 

5. Secretary Shinseki, in each fiscal year 08, 09, and 10, HUD-VASH received $75 
million, adding 10,000 vouchers each year for a current total of 30,000 available 
vouchers. After a pause in FY 11, the President requests $75 million in FY12 for 
another 10,000 vouchers. What were the reasons for the pause? 

Answer 

VA respectfully defers to HUD regarding vouchers. 

Question 

6. Secretary, can you tell me if the VA counts homeless vets in rural areas into their 
overall numbers? If so, what are those numbers and what process do you use to make 
the distinctions among the homeless population? 

Answer 

Estimates of Veteran homelessness are now made jointly by HUD and VA and are 
published in the Supplemental Chapter on Veterans to the Annual Homeless 
Assessment Report (AHAR). The goal of this Report is to understand the extent and 
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nature of homelessness among Veterans through examining their demographic 
characteristics. The most recent AHAR estimate (published in 201 1 , but based on 2009 
data) is that 28 percent of all homeless Veterans were in suburban or rural areas. 

The AHAR estimates are based on data collected throughout the United States by HUD 
with VA’s support. Specifically, the AHAR draws on HUD's Homeless Management 
Information System (HMIS) and Point-In-Time (PIT) counts. HMIS is an electronic data 
collection system that stores information about persons accessing homeless services in 
a Continuum of Care. PIT counts are completed in every community to estimate the 
number and characteristics of homeless persons, both sheltered and unsheltered. To 
make location distinctions among the population, data is analyzed by zip code and 
these zip codes include principal city (largest city in each metropolitan or micropolitan 
statistical area), or suburban/rural identifiers. 


(FY 2012 Budget Request) 


Question 

1. VBA Mr. Secretary, your FY 2012 request for the Veterans Benefits Administration 
is $2 billion, which is an increase of $330 million, or 19.5%, over the 2010 enacted level. 
With this increase you expect to hire 716 employees to bring the FTEs to 20,321 .. Can 
you tell the Subcommittee how far these 716 new employees will go toward reducing 
the disability claims or are more resources needed? 

Answer 

VBA anticipates that the increased FTE, coupled with the resources requested for VA’s 
multi-tiered approach for addressing the increasing volume of incoming claims, is what 
is necessary to increase production and put VBA on track to reach our goal of 
eliminating the claims backlog by 2015. 

Question 

2. VHA Mr. Secretary, you are requesting a Contingency Fund of $953 million for 
medical care in 2012. In your testimony you state, “(t)hese contingency funds would 
become available for obligation if the Administration determines that additional costs, 
due to changes in economic conditions as estimated by VA’s Enrollee Health Care 
Projection Model, materialize in 2012.” You further state that this variable was 
incorporated into the model for the first time this year. Can you please elaborate on the 
rationale for this and its impact on veterans? In addition will this funding be released in 
increments or will all funds be released once it's needed? 

Answer 

This economic impact was incorporated into the VA’s Enrollee Health Care Projection 
Model for the first time this year. The $953 million contingency fund, estimated in the 
Model, was created to address the potential demand increase for medical care services 
due to changes in economic conditions. The fund will only become available for 
obligation if the Administration determines the anticipated changes in economic 
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conditions, as estimated by the Model, materialize in 2012. Some or all of the amount 
will be made available upon the Administration’s approval using criteria such as national 
unemployment rates, enrollee utilization, and obligation rates for medical services. 
Although the health care model has proven accurate over the years, this is the first time 
we have used an unemployment factor in projecting resources requirements. We 
believe it is fiscally responsible to request these additional appropriations in a 
contingency fund until, and if, we determine the need materializes. 

Question 

3. VHA: Mr. Secretary, your request includes carryover of more than $1 billion, which 
you state includes savings from operational improvements. Can you please explain to 
the Subcommittee what these operational improvements are? 

Answer 

Please see the chart below for an accounting of the estimated savings, and the 
descriptions that follow for further detail on each item. 


VHA Operational Improvements ($M) 

2011 

2012 

2013 

Fee Care Payments Consistent with Medicare 

($275) 

(S315) 

($362) 

Fee Care Savings 

($150) 

($200) 

($200) 

Clinical Staff and Resource Realignment 

($44) 

($151) 

($151) 

Medical & Administrative Support Savings 

($100) 

($150) 

($150) 

Acquisition Improvements 

($177) 

($355) 

($355) 

VA Real Property Cost Savings & Innovation Plan... 

$0 

($66) 

($66) 

Subtotal, Operational Improvements 

($746)" 

($1,237)' 

($1,284) 


Fee Care Payments Consistent with Medicare 

Dialysis Regulation Savings and other care services are the estimated cost savings 
from purchasing dialysis treatments and other care from civilian providers at the Centers 
for Medicare & Medicaid Services rates instead of current community rates. 

Fee Care Savinas 

Fee care savings will be generated through application of the following initiatives: use 
of electronic repricing tools, use of contract and blanket ordering agreements, reduction 
of contract hospital average daily census, reduction of duplicate payments, reduction of 
interest penalty payments, and increase in revenue generation through the use of 
automated tools. 

Clinical Staff and Resource Realignment 

Clinical staff and resource realignment will realize savings by converting selected 
physicians to non-physician providers, converting selected registered nurses to licensed 
practical nurses, and more appropriately aligning the required clinical skills with patient 
care needs. 
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Medical & Administrative Support Savings 

These savings will be achieved by more efficiently employing resources to reduce 
administrative and support costs across VA’s medical facilities. The intent is to invest 
these savings in direct patient care and thereby enable VA to provide health care 
services to Veterans more effectively and efficiently. 

Acquisition Improvements 

VA has eight ongoing initiatives. A brief description of each is as follows: 

1 . Consolidated Contracting - This initiative consists of multi-facility, VISN, 
and Regional Contracts. It also involves contracts being administered at 
the VHA Health Administration Center (HAC). Contract savings result 
from combining requirements and obtaining lower unit pricing. 

2. Increasing Competition - This initiative relates to competing contracts that 
were formerly awarded on a sole source basis. The majority of the 
savings in this category come from competing requirements among 
Service-Disabled Veteran-Owned Small Business firms. 

3. Bring Back Contracting In House - Under this initiative, VHA is bringing 
contracting workload back into VHA contracting offices from the Army 
Corps of Engineers. By bringing the workload back, VHA avoids paying 
the Corps of Engineers administrative charges. 

4. Reverse Auction Utilities - Several VHA facilities are participating in a 
program administered by the General Services Administration (GSA), 
whereby utilities are procured using reverse auctions. This has produced 
savings in utility pricing. 

5. Medical Surgical Product Data Bank (MED PDB/EZ) Save - Through a 
consolidated effort with the Department of Defense (DoD), VHA has been 
able to obtain visibility of the most favorable government pricing overall. 
This has allowed VHA to procure needed supplies at the identified lower 
price. 

6. Reduce Contracts - This effort involves canceling or avoiding contracts by 
performing the required services in house. 

7. Property Re-utilization - This initiative brings back the practice of 
considering “excess as the first source of supply." VHA has been able to 
avoid procurement of new equipment by reutilizing excess equipment. 

8. Prime Vendor - VHA has been able to use the medical/surgical prime 
vendor to achieve additional price concessions. Additionally, the prime 
vendor also provides improved inventory management thereby eliminating 
the procurement of unneeded supplies. 

VA Real Property Cost Savings and Innovation Plan 

VA's Real Property Cost Savings and Innovation Plan includes the following 

initiatives for VHA: 

1. Repurpose Vacant and Underutilized Assets - VA has identified 17 vacant 
or underutilized buildings to repurpose for homeless housing and other 
enhanced-use lease (EUL) initiatives. 
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2. Demolition and Mothballing - VA has identified 1 16 vacant or underutilized 
buildings to demolish or mothball which will reduce operating costs after 
the cost of demolition. 

3. Energy and Sustainability - VA will achieve these savings by regionally 
pooling energy commodity purchasing contracts, aggressively pursuing 
energy and water conservation, and investing in the co-generation of 
electric and thermal energy on-site. 

4. Procurement Savings - VA will achieve savings by engaging in the direct 
purchase of building supplies and equipment, and regionalizing certain 
building service contracts. 

VHA (Joint MilitaryA/A Medical Facilities) 

Question 

1 . Can you recap the key issues associated with Joint facilities and a few specifics of 
concerning the Martin Army project? 

Answer 

Generally, there are two central issues that limit our ability to effectively plan, design 
and execute joint capital projects: misaligned planning timelines and budget cycles 
between VA and DoD, and the inability to combine funding to meet joint planning, 
design and construction requirements. 

a. Misaligned planning timelines and budget cycles between the two 
Departments. 

Often, the priorities established by the two Departments do not align directly, meaning 
that while one Department may consider an initiative a priority sufficient priority to 
warrant budget inclusion in a particular year, the other Department may have identified 
higher priorities for the use of its funds and is thus unable to participate in a joint facility 
project. 

Without a joint budget mechanism to effectively plan, design and execute joint capital 
projects, the existing capital planning process will continue and could potentially result 
in excess infrastructure. Building a singular structure that would accommodate the 
needs of both beneficiary populations and enable an opportunity to maximize medical 
sharing opportunities would be the preferred result. The current budget scenario fosters 
missed opportunities to maximize cost and value to the Federal government. 

b. Inability to combine funding to meet joint planning, design and construction 
requirements. 

There are legal limits that impact VA and DoD’s ability to support joint construction 
projects. For example, the ceiling for VA minor construction projects is $10 million. If 
VA plans a minor construction project and DoD wants to partner in the construction, the 
total cost of the project cannot exceed $1 0 million, even if VA's portion is less than $1 0 
million. For example, VA and DoD have identified areas where joint ambulatory care 
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facilities would serve both VA and DoD beneficiaries and offer opportunities to maximize 
sharing opportunities. If construction of a VA community-based outpatient clinic 
(CBOC) has been approved as a minor construction project, and VA’s cost of 
construction is close to the $10 million maximum, DoD cannot add funding to the project 
to build a joint clinic because the total cost would exceed VA's limit for minor 
construction. This situation currently exists in Panama City, Florida, where the 
Department of the Navy has provided land for a VA CBOC. The Navy also needs a new 
clinic and intends to build on the same land parcel as VA. The clinics cannot be 
combined because the total cost of a combined clinic would exceed VA’s limit for minor 
construction. Furthermore, even if a project falls under the $10 million threshold, there 
is no legal authority for VA to transfer funds to DoD for the construction phase of a 
project. Likewise, there is no legal authority for VA to accept and use funds from DoD 
for the construction phase of a VA project. 

Focusing on the Martin Army Project, VA continues to have an active relationship with 
the Army at Ft. Benning; however, the timeline for the Army’s planning, design, and 
construction of a new facility did not align with VA’s timeline. We are continuing 
discussions with the Army and exploring all options to maintain our close relationship in 
this joint market. 

An additional challenge facing joint facilities on military bases is that Veterans, their 
caregivers and visitors, as well as VA staff occasionally face challenges at the gate for 
entry onto military installations. This is a concern that must be addressed as VA 
examines where to locate VA facilities and pursue joint capital projects with Department 
of Defense. 


HRA (Veteran Employment) 


Question 

1. A growing issue among Veterans is unemployment. What, if any, progress have 
you made over the last year working with the Department of Defense and government 
contractors to expand the number of employment opportunities for returning veterans? 

Answer 

President Obama’s Executive Order 13518 signed in November 2009, established an 
Interagency Council on Veterans Employment designed to increase the number of 
Veterans in the Federal Workforce. As co-chair of the Council (along with Labor 
Secretary Solis) Secretary Shinseki is one of the administration's leading advocates in 
this area. Through his leadership, the Council (made up of each of the major 
departments and agencies in the Executive branch) established individual agency 
Veteran employment goals which each agency pledged to meet or exceed for this fiscal 
year. VA continues to lead all non-Defense Federal agencies in the number of 
Veterans in our workforce. Last year VA hired over 1 1 ,000 Veterans and recently 
reached a milestone in Veteran employment - over 100,000 Veterans on board. 
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VA’s Veterans Employment Coordination Service served as the model for each Federal 
agency's recently established Veteran Employment program office. This team of 13 
Regional Veteran Employment Coordinators leads the department's Veteran 
employment efforts to attract, recruit and hire Veterans in VA. 

[Questions for the Record for Secretary Shinseki submitted by Congressman Carter] 

VHA (Physician Shortage) 


Question 

1. Mr. Secretary, as you may be aware, the U.S. is currently suffering through a 
physician shortage estimated to be 150,000 doctors in the next 15 years, according to 
the Association of American Medical Colleges. What is your agency doing to address 
this physician shortage in the VA System and the potential subsequent lack of medical 
attention to our veterans? 

Answer 

VA is an active and engaged partner in Graduate Medical Education (GME) and is 
second only to the Centers for Medicare & Medicaid Services as the largest Federal 
funding source for residency training, VFIA funding is less than 10% of Federal 
funding for GME. The recent Graduate Medical Education Enhancement Initiative 
sponsored by VFIA provided funding for an additional 1500 resident slots within VFIA 
over a 5-year period of time between 2006 and 2011. 

Between 2002 and 2010, seven new medical schools have been established and 82 
percent of existing medical schools have increased enrollment. According to the 
Association of American Medical Colleges, there will be 7,000 new medical graduates 
per year for the next 10 years. VA and new medical schools continue to establish 
affiliations, with the most recent example being an affiliation between the Orlando VA 
Medical Center and the University of Central Florida. 

The implementation of the VFIA Physician and Dentist Pay System, Public Law 108-445 
(December 3, 2004), provided VA with broad flexibilities to create total compensation 
packages. The data below reflect the total employment of physicians and dentists over 
the last 4 years. As is evident, we have been successful in attracting candidates and 
increasing the numbers of physicians and dentists to provide medical care to Veterans. 


Fiscal Year 

2007 

2008 

2009 

2010 

Doctors on Board 

15,993 

17,294 

19,822 

21,213 


To ensure Veterans receive all of the medical care required, VFIA hires significant 
numbers of physician extenders such as Physician Assistants and Nurse Practitioners. 
A new National Recruitment program piloted in 2009-2010 has been expanded 
nationwide to improve recruitment of hard-to-fill physician specialty positions; VA also is 
hiring professional physician/health care recruiters to enhance clinical recruitment 
practices in each VISN. VHA has also initiated a major initiative to enhance access and 
care continuity through the Patient Centered Care Team (PACT) model, and recently 
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stood up five Centers of Excellence in Primary Care Education to enhance physician 
and nurse practitioner training. 


VHA (Americans With Disabilities Act - Service Animals in VA Facilities) 
Question 

2. Mr. Secretary, while the VA is not bound by the Americans with Disabilities Act, it 
establishes a baseline for the standards by which disabled individuals ought to be 
treated. That Act requires all buildings and business to accommodate access to 
Service Animals assisting disabled persons. However, current VA regulations only 
allow access to “seeing eye dogs” and at the facility director’s discretion. Keeping in 
mind that the current VA regulation makes no distinction about how “seeing eye dogs” 
are trained, beyond issuing a temporary directive, what effort is the VA conducting 
toward developing and implementing long-term regulations to accommodate access to 
all veterans utilizing service animals regardless of how they receive the animal? 

Answer 

VHA approved and published a national policy on access for guide and service dogs to 
VA health care campuses on March 10, 2011. This is not a temporary directive. The 
Directive requires every facility to publish policy no later than June 30, 201 1 ensuring 
that guide dogs and service dogs are granted access to VA properties and grounds 
when accompanying a disabled Veteran or member of the public. 

On March 22, 2011, the Directive and a frequently asked question (FAQ) document 
were distributed to the VHA Network Directors, Chief Medical Officers, and Quality 
Management Officers. On March 25, 201 1 the Directive and FAQ were announced on 
the VHA National Facility Directors’ Teleconference, where emphasis was placed on the 
requirement to publish local policy ensuring access no later than June 30, 2011. 
Additionally, VHA has established a multi-disciplinary workgroup that is writing 
regulations to support guide and service dog access. 
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Veterans Exposed to Unsanitary Conditions 


Question 

(VHA) When the John Cochran Veterans Medical Center was closed, where were 
Veterans seeking care sent? 

Answer 

The Department of Veterans Affairs (VA) chief priority is the well being of our patients. 
Achieving the highest standards for safety is a critical part of realizing this priority. 
Initially, it is important to note that the St. Louis VA Medical Center, John Cochran (JC) 
Division, was never closed During the course of a visit in March 2010, the National 
Infectious Diseases Program Office identified several findings in the Dental Clinic. The 
Acting Medical Center Director decided to temporarily close Dental Service on March 
12, 2010 until the issues could be fully addressed. Oral Surgery and Dental Hygienist 
Clinics were reopened March 18, 2010. General Dentistry was opened on March 26, 
2010. During the dental closure all other areas of the medical center remained open 
and fully operational. Veterans in need of urgent and emergent dental care were 
referred to local dental clinics at VA expense. 


Surgical procedures were recently suspended at JC, at the direction of the Medical 
Center Director, from February 2- March 10, 2011, due to the discovery of discoloration 
of sterilized surgical instruments. During this time, patients who were in need of 
emergent surgical procedures were sent to local hospitals in the community. All other 
services continued as usual at the medical center. 

Question 

1 . (VHA) While the Cochran Medical Center was closed, how much did it cost to keep 
the center closed? 

Answer 

During the temporary shutdown of the Dental Clinic, the estimated cost to send patients 
to community Dental providers was $59,236 A total of 50 patients were sent to 
community providers. 

During the June 2010 Dental Notification and Disclosure, the estimated cost was 
$532,508. This cost includes the costs associated with the Notification clinic including 
staff, laboratory tests and other costs. 

From February 2 - March 10, 2011, all surgical procedures were suspended at John 
Cochran Division while a problem with instrument discoloration was investigated. Below 
is the list of expenses incurred during the suspension of surgical procedures. Costs are 
provided in three categories: cost of care; cost to determine the source of discoloration; 
and cost to address the possible multitude of causes of the discoloration. 
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$1 ,484,000: Approved cost of care for urgent and emergent cases 

(246 surgery and 51 dental cases sent out on fee basis) 
$3,849,300: Estimated cost of care for non urgent and non emergent cases 


(329 backlogged fee basis cases, including orthopedic, vascular 
and neurosurgery) related to closure of the operating room 

$ 76,360: Actual cost for outside testing to determine the source of 

discoloration 

$ 14,000: Actual cost for outside consultants to determine the source of 

discoloration 

$ 4,000,000: Cost of refurbishing and replacing ($1.5M) and procuring additional 
backup capacity instruments ($2.5M) to address the possible 
multitude of causes of the discoloration 


$ 20,000 : Actual cost for Overtime (Sterile Processing Department) 

$9,443,660 Total 


Question 

2. (VHA) The incident in Miami happened in 2009 yet more notices were sent this year 
regarding that incident, why was there such a long delay for these notices? 


Answer 

In August 2010, the U.S. Attorney’s office, which was gathering information related to 
patients who had filed tort claims on this issue, asked the Miami VA Health Care 
System to review a record source of log books containing information about endoscopic 
procedures. These log books were not reviewed in their entirety as part of the original 
2009 look back because they were determined by internal and external experts to be an 
incomplete source of information. When reviewing the log books in August, 2010, a 
patient who had not been identified in the previous look backs was identified. After 
receiving approval in January 201 1 to conduct a further review, Miami conducted an 
exhaustive, manual review of the log book entries for the period in question (May 2004- 
March 12, 2009) to ensure all possible patients were identified from this source. As a 
result, 12 additional Veterans were identified who had undergone endoscopic 
procedures at Miami and had not been previously notified. As new sources of 
information have been identified, Miami has pursued them to ensure all patients who 
may have been potentially affected are identified, notified and offered screenings, 
information and support. 


Question 

3. (VHA) How long does it normally take for the VA to get notices out to Veterans 
that may have been affected? 
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Answer 

In Miami’s case, once the identification and approval processes were completed in 
January 201 1 , phone calls were made to each affected Veteran. All confirmed 
notifications to the 12 Veterans were completed within 2 weeks. In situations where 
letters are sent, the letters would be sent the following day once approval is received to 
notify. Confirmation of receipt may take longer due to incorrect addresses on record, or 
inability to deliver by the US Postal Service. In these cases, phone calls or home visits 
are made to confirm the receipt of the notification letter. 


Question 

4. (OGC) Juan Rivera who has contracted HIV, has filed a $20 million lawsuit against 
the VA because he believes he contracted HIV due to the use of tainted equipment, 
does his case have merit? 


Answer 

Mr. Rivera's lawsuit was settled by the United States Attorney in Miami for $400,000 in 
March 2011. The United States had well-qualified experts who would have testified that 
Mr. Rivera did not acquire an HIV infection from VA equipment and the plaintiff had 
experts who would have testified to an opposite opinion. A settlement was thought to 
be an appropriate resolution of the lawsuit. 
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[Questions for the Record Submitted for by Congressman Flake] 


VHA/VBA (Implementing New Benefits - Time Required) 


Question 

1, Last week, this subcommittee heard testimony from the VA’s Deputy Inspector 
General, Mr. Richard Griffin, who highlighted that in administering the Post-9/1 1 Gl Bill, 
$87 million was lost as a result of incorrect emergency benefits payments. When I 
questioned him about this mistake, he responded that as the deadline for 
implementation rapidly approached, the VA wanted to err on the side of caution to make 
sure that veterans weren’t delayed in beginning the fall semester, and, lacking sufficient 
time and resources to implement this enormous new benefits plan, mistakes were 
made. 

Similarly, legislation aimed at awarding caregiver benefits to families looking after 
veterans wounded in Iraq and Afghanistan set a deadline for implementation that the VA 
did not meet, and when details of the benefit plan were revealed, it seemed no one was 
happy. In your testimony before the House Committee on Veterans Affairs from last 
month, you indicated that the VA is trying to get this right. 

While I understand the sense of urgency in implementing new benefits for veterans, it 
seems to me that Congress isn't doing the VA any favors in requiring that these new 
benefits programs be implemented in such short periods of time. 

• VBA: Would you agree with the assessment of the Deputy Inspector General, 
that there simply wasn’t enough time to adequately plan for and implement this 
expansive new benefit program? 

Answer 

Yes, the complexity of the Post-9/1 1 Gl Bill, which provides multiple payments to both 
schools and students, drastically differed from the ways VA previously paid education 
benefits. Implementation required both development of new processes and systems to 
pay benefits, modifications to several existing Information Technology (IT) systems 
integral to the adjudication process, and retraining of an entire workforce. While VA 
was successful in paying claims on August 1 , 2009, a less aggressive timeframe would 
have enabled VA to develop stronger IT support, establish more comprehensive 
contingency plans, and avoid the significant processing delays that occurred in Fall 
2009. 

Question 

• VHA Was the fast deadline for implementation of the caregivers benefits 
legislation - a mere 270 days after enactment - one of the contributing factors to 
the missed deadline? 
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Answer 

The statutory timeline for implementation of the provisions of the family caregiver 
program required by title I of Public Law 111-163 was a challenging goal for VA. 
However, VA began planning for the implementation of this program since before the 
Caregivers and Veterans Omnibus Health Services Act of 201 0 was signed into law. 
This work has continued throughout the time the implementation plan was under 
development. In the course of developing the program, VA needed to consult with a 
wide range of experts internal and external to the Department, develop a 
comprehensive implementation plan for an unprecedented program, and resolve a 
number of practical and legal questions. For example, VA has never provided a stipend 
or other payment directly to family members, and consequently needed to create an 
entirely new apparatus and process for delivering this benefit. VA also needed to draft 
regulations that would clearly define a population of Veterans consistent with the 
requirements of the law. 

While the process has taken longer than we would have liked, VA has made significant 
progress in providing new benefits and services for caregivers. VA established a new 
Caregiver Support Line (1-855-260-3274) on February 1, 2011, and has instituted other 
support, training, and counseling services available to all caregivers of Veterans. VA 
released a request for proposals in February 2011 to assist the Department with the 
creation of a national training program for caregivers, as required by section 101 of PL 
1 11-163. Each VA medical center has designated Caregiver Support Coordinators who 
will assist eligible Veterans and caregivers in understanding and applying for the new 
benefits, as well as accessing other existing support services. VA expects that full time 
Caregiver Support Coordinators will be in place by April 2011. VA also has a Caregiver 
Support Web site, www.careqiver.va.gov . which will provide general information once 
final regulations are published. A new Caregiver Support Web site will be launched by 
May 2011. 

Question 

• VHAA/BA: How can Congress work with the VA to ensure that situations like this 
are avoided in the future? 

Answer 

VA appreciates the opportunity to review and comment on pending legislation prior to its 
enactment and welcomes further opportunities to do so. We believe that an open 
dialogue between the Department and Congress can help both organizations develop 
policy that will promote the best interests of Veterans. 

VA strives to meet ambitious timelines to improve the care and benefits available to 
Veterans, but these targets can sometimes create unrealistic expectations given the 
need to comply with a range of laws and policies associated with implementing 
legislation. In VA’s experience, the regulatory process can take on average between 10 
and 24 months, depending upon the type of regulation required. A full notice and 
comment process for regulations affords up to 8 months solely for review by the public 
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and the Office of Management and Budget. Regulations that have a significant impact 
(i.e., have an annual cost of more than $100 million) are required by the Congressional 
Review Act to be subject to a 60 day delay in their effective date. These legal 
requirements can make meeting a statutory deadline shorter than this review period 
challenging, if not impossible, to meet. 


Since implementation of the Post-9/11 Gl Bill, Congress has held multiple hearings with 
VA to allow for greater information sharing and transparency, including preparation for 
further legislation modifying the Post-9/1 1 Gl Bill program. VA will continue to express 
any concerns with proposed legislation to Congress to ensure all stakeholders have an 
accurate understanding of the risks and benefits of any proposed changes or new 
initiatives. 


VHA/OPIA (Homelessness) 


Question 

2. One of your three priorities for transforming the VA is to eliminate veteran 
homelessness by 201 5. In HR 1 , the House eliminated $75 million that would have 
been used to create 10,000 new vouchers for homeless veterans as part of the HUD- 
Veterans Affairs Supportive Housing program (HUD-VASH). The President did not 
request funds for these vouchers in FY 2011, and according to estimates, approximately 
1 1 ,000 vouchers previously authorized haven't yet been used. 

• The HUD-VASH program preceded your tenure as Secretary. In your view, how 
effective is this program? 

Answer 

HUD-VASH is an effective program. It is VA’s only program that provides permanent 
supportive housing for Veterans and their families who were formerly homeless, 
especially those Veterans who have been living on the streets for periods greater than 
one year. When Veterans receive housing through HUD-VASH they are no longer 
homeless and they are connected to treatment, vocational, and other supportive 
services designed to help them to permanently escape the tragedy of homelessness. 

Since 2008, HUD has issued approximately 30,000 housing choice vouchers. As of 
March 30, 2011, of the approximately 30,000 vouchers authorized to HUD, there are 
currently 27,544 in use or assigned for use. Approximately 20,693 Veterans are 
currently housed/under lease, 3,836 vouchers are issued to Veterans who are actively 
seeking a lease, 1,868 vouchers are reserved for Veterans who are undergoing Public 
Housing Authority (PHA) Validation, 1,147 vouchers have been reserved for Veterans 
who are currently in VA-funded Treatment Programs and are preparing to go to PHA, 
leaving only 2,406 vouchers available to be assigned to Veterans. 

Increasing access to permanent supportive housing through HUD-VASH is a critical 
strategy for VA in its pursuit of ending Veteran homelessness. HUD-VASH is a vital 
program in meeting the unique needs of chronically homeless Veterans and Veterans 
with families. 
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Question 

• Estimates of the number of homeless veterans vary between 75,000 and 

1 00,000. With a number that high, why are there 1 1 ,000 vouchers that haven’t 
yet been used? 

Answer 

The reports of 10,000 unused vouchers are inaccurate. As of March 30, 201 1 , of the 
approximately 30,000 vouchers authorized to HUD, there are currently 27,544 in use or 
assigned for use. Approximately 20,693 Veterans are currently housed/under lease, 
3,836 vouchers are issued to Veterans who are actively seeking a lease, 1 ,868 
vouchers are reserved for Veterans who are undergoing Public Housing Authority (PHA) 
Validation, 1,147 vouchers have been reserved for Veterans who are currently in VA- 
funded Treatment Programs and are preparing to go to PHA leaving only 2,406 
vouchers available to be assigned to Veterans. 

It is important to note and understand that these numbers are dynamic and that 
Veterans leased up today could not be leased up tomorrow due to “graduation” or 
“falling out” of the HUD-VASH Program for a variety of reasons. VA is working diligently 
with HUD and local Public Housing Authorities (PHAs) to ensure that Veterans receive 
supportive services during this process, that vouchers are assigned expeditiously, and 
that the maximum number of Veterans is placed into permanent housing. 

VHA (Priority 8 Veterans) 

Question 

3. On January 17, 2003, the Secretary of Veterans Affairs announced a temporary 
suspension of enrollment of veterans in the Priority 8 category. However, report 
language which accompanied appropriations legislation passed for Fiscal Year 2009 
(PL 110-329) provided for renewed enrollment of Priority 8 veterans. Unlike previous 
enrollment, the language allowed enrollment of veterans “whose income exceeds the 
current veterans means test and geographic means test income thresholds by 10% or 
less.” 

According to CRS, “the VA has stated that in 201 1 VA will further expand health care 
eligibility for Priority Group 8 veterans to those whose incomes exceed the geographic 
and VA means-test thresholds by no more than 15% compared to the levels in effect 
prior to expanding enrollment in 2009.” 

• What was the reason that the Secretary suspended enrollment of Priority 8 
veterans in 2003? 

Answer 

VA announced its reasons for the suspension of enrollment of Priority 8 Veterans in the 
Federal Register on January 17, 2003 (Volume 68, Number 12, page 2670-2673). As 
required by P.L 104-262, the Veterans' Health Care Eligibility Reform Act of 1996, the 
Secretary of Veterans Affairs must make an annual decision concerning enrollment in 
VA's health care system to ensure that medical services provided are both timely and 
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acceptable in quality. An enrollment system is necessary because the provision of VA 
health care is discretionary and can be provided only to the extent that appropriated 
resources are available for that purpose. In recognition of that fact, Congress has 
prioritized eligibility to enroll in the VA system by creating eight priority categories, with 
priority category 8 Veterans (those who do not have compensable service-connected 
disabilities, and whose incomes exceed geographic-means tests) having the lowest 
priority for enrollment. The law recognizes the higher obligation owed to Veterans 
requiring care for their service-connected disabilities, and to lower-income Veterans. 

Since the implementation of the enrollment requirement in 1998, all Veterans seeking 
VA care were permitted to enroll. However, due to a tremendous growth in the number 
of Veterans seeking VA health care benefits in recent months, VA had been unable to 
provide all enrolled Veterans with appointments within a reasonable time. Many VA 
facilities either placed new enrollees on waiting lists or scheduled appointments so far 
into the future that the services could not be considered timely. The notice in the 
Federal Register announced the enrollment decision required by law. VA would 
continue to treat all Veterans enrolled in any category, and would treat new enrollees in 
categories 1 through 7. However, to protect the quality and improve the timeliness of 
care provided to Veterans in higher enrollment priority categories, VA suspended the 
enrollment of additional Veterans who were in the lowest statutory enrollment category 
(priority category 8). VA emphasized that this decision would not affect Veterans 
already enrolled in the VA system, nor affect eligibility for treatment of service- 
connected disabilities which exists independently of enrollment requirements. This 
enrollment decision became effective January 17, 2003. 

Question 

• Why is the VA considering expanding eligibility to 1 5% more than the thresholds 
in 2011? 

Answer 

Adjustments to the means-test income thresholds is a strategy VA considers in making 
its health care system accessible to more Priority 8 Veterans. The 201 1 budget was 
based on expanding the income thresholds to 15%. However, that change will not take 
effect this year. Future expansions will be determined considering other priorities. 

Question 

• How can we be sure that by gradually increasing eligibility the VA won't overload 
itself and hamper its ability to provide care to the veterans currently enrolled? 

Answer 

Under current VA regulations (38 C.F.R. 17.36(c)), the Secretary must determine which 
categories of Veterans are eligible to be enrolled and notify eligible enrollees of the 
determination by announcing it in the Federal Register. Section 17.36(c) requires that 
the determination must specify the projected number of applicants for enrollment in 
each priority category, projected health care utilization and expenditures for Veterans in 
each priority category, appropriated funds and other revenue projected to be available 
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for enrotlees, and projected total expenditures for enrollees by priority category for the 
fiscal year. The decision is based in large part on VA’s Enrollee Health Care Projection 
Model, which informs the VA medical care budget, projects the number of enrolled 
Veterans, the health care services estimated to be sought from VA, and the 
expenditures associated with that utilization for 20 years. The projections are based on 
where enrollees live to support population-based planning. The projections also reflect 
the changing demographic characteristics of the enrolled Veteran population, including 
morbidity, and changes in the delivery and practice of health care. 



214 


[Questions for the Record submitted by Congressman Farr] 


OHRM (Therapist Professional Certification Requirements) 


Question 

1 . I commend the VA for its emphasis and aggressiveness in identifying and treating 
PTSD and other mental health issues among veterans. But I am concerned that 
qualified therapists who could be employed to assist in treating these veterans are 
being blocked from joining the VA because of restrictive definitions of professional 
certification. 

In particular I worry that veterans do not have access to qualified Marriage and Family 
Therapists because the VA requires a degree from a specified accredited program, 
rather than normal industry standard accredited programs. 

As I understand it, in order to be hired by the VA, an MFT must hold a master’s degree 
in marriage and family therapy from a program approved by the Commission on 
Accreditation for Marriage and Family Therapy Education (COAMFTE) or have 
graduated from a nationally accredited program conferring a comparable mental health 
degree as specified in the qualification standards of those disciplines (Social Work, 
Psychiatric Nursing, Psychology, and Psychiatry). All additional course work taken to be 
accepted for MFT licensure must come from a nationally accredited program in one of 
the above areas. 

Flowever, most licensed marriage and family therapists graduate with degrees from 
regionally accredited educational programs acceptable to the U S. Department of 
Education and most have degrees in the following areas: Marriage and Family 
Therapy, Marital and Family Therapy, or Marriage, Family and Child Counseling; 
Psychology: Clinical Psychology: Counseling Psychology; or Counseling with an 
Emphasis in Marriage and Family Therapy. Other than Psychology, the degrees 
indicated above are actually appropriate for other disciplines and not marriage and 
family therapists. Regional accrediting programs are, for example, the Western 
Association of Schools and Colleges and the North Central Association of Schools and 
Colleges. 

• Why has a very limited accreditation program and degrees not intended for the 
MFT profession been established as the educational standard for this discipline 
for VA employment? OFIRM 

Answer 

The Commission on Accreditation for Marriage and Family Therapy Education 
(COAMFTE) is a specialized accrediting body that accredits master’s degree, doctoral ■ 
degree and post-graduate degree clinical training programs in Marriage and Family 
Therapy (MFT) throughout the U S. and Canada. Since 1978, the COAMFTE has been 
recognized by the U.S. Department of Education as the national accrediting body for the 
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field of Marriage and Family Therapy. Thus, the COAMFTE is not viewed as a limited 
accreditation program, but is considered to be a broad accreditation program. To 
ensure the provision of the highest quality of care, a degree in Marriage and Family 
Therapy from a COAMFTE accredited program is considered the educational standard. 
In accordance with Public Law 109-461 theVA qualification standard also recognizes 
individuals who are licensed as MFTs, but who possess a comparable degree in mental 
health (e.g., Social Work, Psychology, Psychiatric Nursing, and Psychiatry) and meet 
the educational requirements of that discipline (as listed in the qualification standards) 
as meeting the minimum educational requirement for appointment in VA. The VA 
qualification standard was developed by a group of highly qualified Subject Matter 
Experts (SME) and leadership within the VHA Office of Mental Health Services. The 
SMEs reviewed documentation on current industry standards and practices and 
included consideration of all State requirements. 

Question 

• Why is a degree in Marriage and Family Therapy from a regionally accredited 
educational program that is acceptable to the U S. Department of Education not 
acceptable to the VA? OHRM 

Answer 

Public Law 109-461 specified that the qualifications for Marriage and Family Therapists 
(MFT) in VA require that applicants hold a master's degree in Marriage and Family 
Therapy, or a comparable degree in mental health, from a college or university 
approved by the Secretary. In order to ensure that MFTs have the highest level of 
competency, VA has adhered to the standard that a person must have a degree that is 
accredited by an accrediting body specific to that degree. While the U.S. Department of 
Education regionally accredits educational institutions, this standard applies to 
accrediting programs. To ensure the highest levels of competencies in providing care to 
our nations Veterans, VA requires individuals to have received their education from an 
accredited program. All other core mental health disciplines within VA must also be 
accredited by accrediting bodies specific to their disciplines, thus the standards for MFT 
graduate program accreditation are similar to and no higher than the standards for 
graduate program accreditation for other mental health professions in VA. 

Question 

• Are you aware that the VA standards for a MFT exclude a majority of the 30,000 
MFTs licensed to practice in the State of California? OHRM 

Answer 

VA’s qualification standard was developed by a group of highly qualified Subject Matter 
Experts and leadership from the VHA Office of Mental Health Services. During the 
development of the qualification standard, the licensing requirements for the State of 
California were reviewed. We are not aware of anything in the qualification which would 
preclude the appointment of Marriage and Family Therapists (MFT) in California. The 
law (Public Law 109-461) specified that the qualifications for MFTs in VA require 
applicants to hold a master's degree in Marriage and Family Therapy, or a comparable 
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degree in Mental Health, from a college or university approved by the Secretary. In 
order to ensure that MFTs have the highest level of competency, VA has adhered to the 
standard that a person must have a degree that is accredited by an accrediting body 
specific to that degree. The standards for MFT graduate program accreditation are 
similar to and no higher than the standards for graduate program accreditation for other 
Mental Health professions in VA. 

VHA/OPIA (Homeless Veterans) 


Question 

2. The budget request includes $393 million to prevent and reduce homelessness 
among Veterans, which includes expansion of existing homelessness and medical 
programs. This is a significant increase over current funding levels. 

I would like to commend the VA for taking a comprehensive approach towards dealing 
with homelessness among our veterans, and for recognizing that homeless is a 
healthcare issue in addition to being a housing issue. However, even with the current 
level of funding for the existing programs, 75,600 veterans live on the streets on any 
given night. 

• Is it a function of more money to reach more veterans, or is the requested 

increased to implement new programs? If so, why does the VA believe that new 
programs are a good investment and will reduce the number of homeless on the 
streets? 

Answer 

The budget request for FY 2012 includes an additional $139 million to continue 
expanding programs to assist homeless Veterans. This funding increase is requested 
to continue to build upon the successful comprehensive approach VA has utilized to 
ending homelessness among Veterans. It is estimated that over 75,000 Veterans are 
homeless on any given night. VA’s plan to eliminate homelessness includes developing 
new programs and expanding existing programs, both of which will reach more 
Veterans. 

In FY 2011, VA is implementing new programs focused on homeless prevention. These 
programs are imperative to ending homelessness, and VA hopes to expand these 
efforts in FY 2012. These new programs will implement innovative approaches to 
sen/ice delivery. A key strategy in ending homelessness is preventing it. It is not 
enough to move Veterans out of homelessness; VA must work to keep Veterans from 
falling into homelessness. The threat of homelessness most often occurs when a 
household has insufficient resources to cover housing costs. VA’s strategy to 
implement and enhance homeless prevention services is imperative to ending Veteran 
homelessness. This prevention strategy is in line with the U.S. Interagency Council on 
Homelessness (USICH) Federal Strategic Plan. 
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In recognition of this, VA is developing in FY 2011 several new programs, most notably, 
those that focus on prevention, substance use treatment, and vocational development. 
The Supportive Services for Veteran Families (SSVF) Program is a prevention initiative 
that will provide grants to community-based non-profit organizations to assist Veterans 
and their families who are homeless or at risk for homelessness. Services, provided in 
the community, will assist Veterans rapidly re-house, or for those threatened with 
homelessness, maintain current residence. The first rounds of applications are 
currently under review. Additional funding will allow VA to continue the development of 
this program in FY 2012. 

VA also is implementing new initiatives designed to provide Substance Use Disorder 
(SUD) and Vocational Rehabilitation Services (VRS) to Veterans in the communities 
where they reside. SUD specialists will offer services for homeless Veterans to 
enhance access to care and opportunities for recovery. Based on rapid engagement, 
customized job development, and competitive community placement, VRS staff will 
provide vocational and employment services for Veterans while working collaboratively 
with local VA homeless programs. Funding requested for FY 2012 will further develop 
these initiatives to ensure that SUD case managers and VRS staff are integrated with 
and strategically located in the community. 

The additional funding requested for FY 2012 will allow VA to continue ending 
homelessness among Veterans. VA is aware that a comprehensive approach to reach 
this goal must include the enhancement of the programs that have been successful as 
well as the development of innovative programs for those newly homeless, those 
Veterans at risk for homelessness, or those Veterans struggling with maintaining 
sobriety or seeking employment. 

Question 

• As the VA works with DoD to automatically enroll all discharged soldiers, sailors, 
airmen and Marines, what programs is the VA putting in place to prevent 
homelessness? 

Answer 

The previous response details new programs VA is implementing to prevent 
homelessness among Veterans. 

VBA (Backlog of Benefits Claims) 

Question 

3. Your testimony states that the disability claims workload is increasing, both from 
returning OEF/OIF veterans as well as veterans from earlier periods. The last two 
Congresses have been very generous to the VA by funding 10,200 additional claims 
processors. 

a. Does the President’s request include enough resources to handle all new claims 
while also diminishing the backlog? 



218 


Answer 

Yes, it is estimated that in late 2012, production will begin to outpace receipts, putting 
VBA on track to reach our goal of eliminating the claims backlog by 2015. 

Your testimony also states that the VA has recently piloted a streamlined, on-line claims 
application and processing system, and the VA anticipates that this system will help 
expedite the claims processing system. 

Question 

b. How much time has the pilot program shaved off the benefit processing time? 

Answer 

This information is not yet available. VA continues to work with its support contractor to 
refine the Fast Track System, including a more robust reporting functionality. The 
scheduled reporting enhancements will allow Fast Track to directly interface with the 
VBA corporate database, ensuring consistent data reporting across both systems. 

These enhancements will allow VA to determine the associated timeliness savings 
through the utilization of the Fast Track System. 

Question 

c. When does the VA plan to allow all claims to be submitted on-line? 

Answer 

Veterans already have the ability to apply for compensation and pension benefits online 
through VA Online Applications (VONAPP) in the eBenefits Portal. Under the Veterans 
Relationship Management (VRM) initiative, we are working to expand and improve this 
process, as well to utilize the guided interview methods used in Fast Track. In addition, 
the VRM initiative is working to add the functionality for uploading evidence in support of 
a claim in eBenefits. When deployed, the new Veterans online application will present 
Veterans with a guided interface similar to that commonly used in tax preparation 
software to complete applications for benefits. This summer Veterans with Level 2 
access in eBenefits will be able to apply through this guided interface. National 
deployment is scheduled to begin in calendar year 2012. 

VHA (Transit Benefits) 

Question 

4 . Active Duty military members have access to Federal Transit Benefits, which 
provide up to $230 per month for public transit. However, when an active duty member 
becomes a veteran, she or he will lose those transit benefits. 

• The VA does provide automobile and Special Adaptive Equipment Grants to 
qualified disabled veterans, but if a veteran does not own a car, I would like to 
know how the VA is handling everyday transit needs for disabled veterans. 



219 


Answer 

Improved access to VA health care is a high priority for the agency. Title 38 United 
States Code (U.S.C.) § 11 1, as regulated in 38 C.F.R. §§ 70.1 - 70.50, authorizes VA to 
provide mileage reimbursement, special mode (ambulance, wheelchair van, etc.), and in 
some circumstances common carrier (bus, taxi, airplane, train, boat or ferry) 
transportation to certain eligible Veterans and other beneficiaries. In addition, VA can 
provide or reimburse for the actual cost of certain accessories of travel such as bridge, 
road, and tunnel tolls, and parking and airline luggage costs when supported by a 
receipt. The actual cost for meals, lodging or both, not to exceed 50 percent of the 
amount allowed for government employees, may also be provided in limited 
circumstances. 

Understanding that the Beneficiary Travel Program (BT) does not allow VA to meet the 
needs of all Veterans, VA recently initiated the Veterans Transportation Service (VTS). 
VTS seeks to overcome barriers to access, especially for Veterans who are visually 
impaired, elderly, or immobilized due to disease or disability, and those living in rural 
and highly rural areas. VTS will increase transportation resources and options for all 
Veterans, but also focus on improving efficiency of existing transportation resources 
through use of 21 st century technology including ridesharing software and global 
positioning system (GPS) units. The program is established at four sites and is 
currently being implemented at an additional 22 facilities. 

In addition to the long standing collaborative effort with the Disabled American 
Veterans (DAV) Veterans Transportation Network that provides transport to Veterans 
otherwise not eligible for BT, VA is drafting regulations and procedural guidance to 
implement section 307 of P.L. 1 1 1-163, which authorized a program of grants for 
Veterans Service Organizations (VSO) to provide transportation services to highly rural 
Veterans. This program will allow VA to support VSO efforts to provide innovative 
means to transport Veterans to health care. Once the program is operational, access to 
VA health care will increase for certain Veterans currently experiencing barriers to VA 
health care due to transportation issues. 

Question 

• Has the VA considered directing its VISNs to coordinate transportation services 
with their local public transit operator and redirecting what the VA spends on 
current travel benefits to local public transit operators? 

Answer 

VA currently utilizes public and commercial transport services for both special mode 
(ambulance, wheelchair van, etc.) and common carrier (bus, taxi, airplane, train, boat or 
ferry) transportation of eligible beneficiaries. VISNs and individual health care facilities 
are encouraged to enter into contracts for such services whenever possible They also 
have authority to arrange services on an individual basis as required, and to reimburse 
for transport not previously authorized in certain circumstances. Field stations are 
encouraged to explore all available local, regional, state and Federal transportation 
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resources to provide services to eligible Veterans at VA expense, as well as to assist 
Veterans who do not meet BT eligibility with potential transportation options. 

In addition, as an agency member of United We Ride, VA is working with the 
Departments of Labor, Defense and Transportation (among others) on a Veterans 
Initiative that will make it easier for Veterans, military families, and other community 
members to learn about and arrange for locally available transportation services that 
connect them with work, education, health care and other vital services. 

VBA (Military Sexual Trauma) 

Question 

5. Last summer the Department of Veterans Affairs made it easier for many veterans 
who suffer from PTSD to get the disability benefits they have earned. Unfortunately, 
these regulations do not apply to veterans who were sexually assaulted or harassed 
while in the military and then suffer from PTSD or other mental conditions. Victims of 
Military Sexual Trauma are still required to provide evidence the trauma occurred, even 
though the vast majority of rape and sexual assault in the military goes unreported, 
making a veteran’s search for documentation extremely difficult and in many cases 
impossible. 

Under current regulations, the VA has two different standards for service connection of 
the same mental illness — post traumatic stress disorder. 

Why is VA making the claims process more difficult for victims of Military Sexual 
Trauma? 

Answer 

Disability claims based on post-traumatic stress disorder (PTSD) are all evaluated 
under the same basic guidelines. There is no double standard that creates a 
disadvantage for claims based on military sexual trauma (MST). Service connection for 
PTSD requires: (1) a current diagnosis; (2) a link, established by medical evidence, 
between current symptoms and an in-service stressor; and (3) credible supporting 
evidence that the claimed in-service stressor occurred. In general, the credible 
supporting evidence requirement involves obtaining sufficient objective documentation 
that the stressor actually occurred. 

However, in certain cases, a Veteran’s lay statement alone can serve as the credible 
evidence establishing the occurrence of the stressor. Such cases include those based 
on engaging in combat with the enemy, former prisoner-of-war (POW) status, and fear 
of hostile military or terrorist activity. But. even in these cases, there is a threshold of 
objective evidence that must be met before the lay statement can establish the stressor. 
There must be objective evidence that the Veteran did engage in combat, was a former 
POW, or was in a military location where fear of hostile military or terrorist activity could 
have occurred. This last category represents VA’s recent attempt to assist Veterans 
who are not involved in direct combat but who serve in combat theaters and experience 
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a resulting fear-based stressor. The use of lay statements in these cases, relaxes, but 
does not eliminate, the requirement for threshold evidence of the stressor. 

Claims based on MST fall within the PTSD regulatory category of in-service personal 
assault. As with all other PTSD claims, service connection requires a threshold of 
evidence that the stressor actually occurred. VA is well aware that MST involves 
sensitive issues where documentary evidence of the stressful event is often difficult to 
obtain. As a result, VA has regulatory procedures in place making it less difficult to 
establish the occurrence of the stressor, not more difficult. In these cases, VA will 
attempt to obtain evidence from non-military sources, such as local law enforcement 
agencies, rape crisis centers, hospitals, friends, clergy, and family members. Behavior 
changes, such as requests for transfers, work performance deterioration, substance 
abuse, episodes of depression, etc., can serve as evidence of the stressful event. If 
any evidence of behavioral changes is obtained, VA may schedule a medical 
examination with a qualified mental health professional and ask for an opinion as to 
whether it is at least as likely as not that the MST occurred and is causing the current 
PTSD symptoms. The expert opinion can then contribute to establishing service 
connection. The actual MST stressor need not be verified by documentary evidence. 

This liberal approach to scheduling an examination based on a low threshold of initial 
evidence and requesting an expert medical opinion is equivalent to other types of PTSD 
claims where a relaxed approach allows the Veteran’s lay statement to establish the 
occurrence of the stressor. In those cases, an initial threshold of evidence must also be 
met which establishes that the circumstances of service created the potential for the 
stressor. This initial threshold of evidence requirement applies to all PTSD claims. As a 
result, there is no double standard related to stressor evidence that disadvantages 
Veterans filing MST-related disability claims. 

VHA (VA Telehealth Services) 

Question 

6. As technology continues to improve, I’m glad to see the VA is embracing new 
technology and new practices to serve veterans in their homes. This has the potential 
to reduce many access barriers, especially for disabled veterans and veterans in rural 
areas. However, I know that some of my rural constituents fall on the wrong side of the 
digital divide, and may not have access to some of the technology necessary to access 
services remotely. 

• How many of the VA's telehealth services require reliable, high speed broadband 
services? 

Answer 

All of VA's telehealth services require reliable broadband services, although the degree 
to which individual telehealth applications depend upon these services varies, and 
definitions of what constitute “high-speed” broadband change over time. VA’s telehealth 
services involve the use of information and telecommunication technologies to provide 
health care to Veterans in situations where patients and practitioners are separated by 
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geographic distance. The spectrum of telehealth services that VA offers Veterans 
range from ones with low telecommunications requirements (e.g. telephone landlines, 
requiring telecommunications connectivity of 64Kbps), to ones with high 
telecommunications connectivity requirements (e.g. virtual imaging applications that 
require telecommunications connectivity of 10 Mbps). Telephone, data, video and 
imaging devices used by VA to provide telehealth-based care are now predominantly 
supported by digital technology platforms, as the Department is replacing previous 
generations of analogue-based telehealth technologies. Rapid advance of this 
technology is making VA increasingly dependent upon sophisticated Internet protocol 
(IP)-based telecommunication services, ones that must be sufficient and reliable to 
ensure that telehealth, and other critical VA services they support, are safe, effective 
and sustainable. 

The Federal Communications Commission (FCC) recognizes the definition of 
broadband as one that is evolving as information technology, telecommunications 
technology and the requirements of users are changing. As of 2010, FCC defines 
broadband as data transmission speeds of at least 4 Mbps from the Internet to a user’s 
computer and 1 Mbps from the user’s computer to the Internet. 

Question 

• For rural veterans without access to reliable, high speed internet, how is the VA 
meeting their needs? 

Answer 

VA is committed to ensuring that health care services are accessible to all enrolled 
Veterans. While 40 percent of Veterans using VA's telehealth services live in rural 
areas, VA understands and is aware that many rural Veterans do not have access to 
reliable, high speed internet and thus may not benefit from new home telehealth 
technologies such as secure messaging, remote monitoring, video-conferencing, and 
My HealtheVet. VA's Office of Rural Health (ORH) is addressing this challenge through 
a combination of strategic planning, collaboration, and more traditional health care 
delivery solutions. 

ORH is updating its strategic plan to address the technological divide by conducting a 
baseline assessment of broadband infrastructure in rural areas that have significant 
numbers of Veterans. This effort is in collaboration with Federal and private partners, 
including the Department of Health and Human Services, the Health Resources and 
Services Administration, and the Indian Health Service; the National Rural Health 
Association; and State Offices of Rural Health. ORH anticipates providing the findings 
of this assessment to the Federal Communications Commission to help inform plans for 
broadband infrastructure investments in rural areas. ORH intends to monitor emerging 
external telehealth communication infrastructure resources in rural areas and advise 
VHA leadership and strategic planners regarding rural areas that can support expansion 
of telemedicine. 
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In addition, VA continues to support and expand traditional delivery methods to provide 
health care services in rural areas. In addition to VA’s mileage reimbursement program, 
VA is performing an evaluation of an initiative to provide transportation services to rural 
and remote patients. This project is discussed in greater detail in VA’s response to 
question 4 above. 

ORH has also funded 52 new rural community-based outpatient clinics (CBOC) and 32 
outreach clinics, and has substantially expanded the home-based primary care program 
to provide long-term primary and mental health care to chronically ill Veterans in their 
own homes. VA is also expanding the medical foster home and the Mental Health 
Intensive Case Management Enhanced Rural Access Network for Growth 
Enhancement (E-RANGE) program, which provides intensive case management 
services for Veterans with serious mental illness and outreach services for homeless 
Veterans in rural and highly rural areas. 

Furthermore, VA is pursuing two options to expand access to telehealth in rural areas to 
meet the needs of Veterans without access to reliable, high speed internet. First, VA 
has located 545 of the 1,172 non-hospital sites from which VA provides care in rural or 
remote locations. VA is working to ensure there is adequate telecommunications 
connectivity to support the use of real-time clinical video-conferencing in these sites to 
make specialty care services locally accessible. Second, VA is working to offer a range 
of telecommunications modalities other than broadband, using plain old telephone 
(POTS), cell phones and satellites to ensure Veterans who can benefit from home 
telehealth services are not prevented from obtaining this care because of their inability 
to access high speed Internet. 
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[Questions for the Record submitted by Congresswomen McCollum] 


OM (Facilities - Alternative Construction Methods) 

Question 

1. With the return of so many warriors from Afghanistan and Iraq, it is imperative that we 
are able to provide them with the services that will help them assimilate into civilian life. 
Medical clinics, dental facilities, physical rehabilitation facilities, mental health treatment 
facilities interim veteran housing will need to be provided in an efficient and cost 
effective manner. Is the VA considering embracing alternative forms of construction 
when appropriate to provide these facilities? 

Answer 

VA has a number of forms of construction that it would pursue to provide the facilities 
needed to better serve Veterans including those returning from Iraq and Afghanistan. 
One way is the traditional design-bid-build contracts, where contracts are awarded at 
both the design and construction stages. Another way is the design-build contract, 
which provides both the design and construction of the project under a single contract. 
For certain types of construction projects it allows for quicker completion of the project. 

In addition, VA acquires facilities through build-to-suit construction in which a developer 
constructs the facility and then leases the facility to the VA. 



